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ABSTRACT
Individuals who have been traumatized need to gain comfort from others, and they often
seek this from mental health care providers. As providers are exposed to traumatic
material, they are at risk for becoming victimized themselves. This phenomenon is
explained as secondary trauma, and includes Figley’s model of compassion fatigue (CF),
and McCann, Pearlman, and Saakvitne’s model of vicarious trauma (VT). The first
purpose of this study was to explore factors related to the development of CF and VT in
mental health professionals. While many factors have been implicated as moderators of
CF and VT, two factors were chosen for this study. First, type of trauma presented by the
client was explored. It was hypothesized that the development of CF and VT in therapists
dealing with trauma due to human intent, trauma due to natural events, equal amount of
trauma types, and no trauma, would be statistically different, and furthermore that
therapists dealing with trauma due to human intent would have more symptoms of CF
and VT than therapists dealing with trauma due to natural causes. Results indicated that
trauma due to natural events was more likely to predict the development of CF and VT
than any other trauma type, and that not all trauma types differed significantly. It was
also hypothesized and confirmed by results that individuals who perceived higher levels
of personal social support would experience fewer symptoms of CF and VT. The second
purpose of this study was to examine the measures that assess CF and VT. Because the
theoretical underpinnings of CF and VT are different while both measuring a form of
secondary trauma, it was hypothesized that their respective measures would have a
x

moderate positive correlation. This was confirmed by results. Finally, the validity of the
claim that CF can be considered a subset of Post-Traumatic Stress Disorder (PTSD) was
examined by hypothesizing that the measure of CF would have strong positive
correlations with two measures of PTSD. Only one measure of PTSD confirmed this
hypothesis. The clinical, theoretical and research implications of these findings are
discussed.
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CHAPTER 1
INTRODUCTION AND LITERATURE REVIEW
Introduction
Therapists serve in the unique role of providing emotional support and comfort to
clients who have been traumatized. Sadly, many therapists are negatively impacted from
the secondary trauma of bearing witness to their clients’ distress. While both theory and
research have explored some specific causes and effects of secondary trauma on
therapists, there are still a number of gaps in the literature. First, it remains unclear
whether therapists are more susceptible to the effects of secondary trauma if they are
exposed to clients who have experienced trauma caused by natural events versus trauma
caused by unnatural, or human-induced, events. Second, while theorists and researchers
alike give credit to social support as a viable means of mediating secondary trauma,
actual empirical research on the efficacy of social support is lacking. Third, research has
examined the correlational relationship between earlier versions of a measure that
assesses Figley’s (1995) Compassion Fatigue (CF) and a measure that assesses McCann,
Pearlman and Saakvitne’s (McCann & Pearlman, 1990; Pearlman & Saakvitne, 1995a;
Pearlman & Saakvitne, 1995b) model of vicarious trauma (VT). Research on the
correlational relationship between the updated versions of the respective measures has yet
to be completed. Lastly, while Figley 1995; 2002) theorized that his model of CF
included symptoms parallel to the DSM-IV-TR (APA, 2000) diagnosis of Post-Traumatic
1

Stress Disorder, this hypothesis has not yet been explored. The purpose of the current
study is to fill these specific gaps in the literature.
This chapter is an extensive literature review that provides detail on the factors
related to secondary trauma. Because it is fundamental to the understanding of secondary
trauma, this chapter begins with definitions and explanations of post-traumatic stress, and
Post-Traumatic Stress Disorder (PTSD). PTSD is one of the most ubiquitous
psychological disorders in the United States (Kessler, Sonnega, Bromet, Hughes, &
Nelson, 1995), largely because so many Americans have experienced an event that could
be described as traumatic (Yule, Williams, & Joseph, 1999). Research has tried to
uncover risks associated with PTSD, but there are inconsistencies within the data.
Nonetheless, victims of trauma may experience severe emotional consequences and seek
help from mental health professionals.
As mental health professionals bear witness to a client’s traumatic material, they
are at risk for becoming victimized themselves. Models of secondary trauma have been
developed to attempt to explain the phenomenon, including Figley’s (1995a) model of
secondary traumatic stress and compassion fatigue, and a model of vicarious trauma that
was introduced by McCann & Pearlman (1990) and further elaborated upon (Pearlman &
Saakvitne, 1995a; Pearlman & Saakvitne, 1995b). These different constructs are
explained in the following pages, and the ways they differ theoretically from the concepts
of countertransference and burnout will be explored.
Although the constructs of compassion fatigue and vicarious trauma are relatively
new, there have been a number of empirical studies examining their prevalence and
associated factors. Due to the similarity of the two constructs and the fact that the term
2

‘'secondary trauma” could apply to either construct, it can be difficult to differentiate
between studies that deal with compassion fatigue and vicarious trauma. Because
compassion fatigue and vicarious trauma are measured in different ways and using
different scales, the empirical research included in this review are differentiated by those
that used a compassion fatigue measure, those that used a vicarious trauma measure, and
those that used neither measure but nevertheless studied secondary trauma. Finally, the
rationale and purpose of this study will be explained.
Post-Traumatic Stress and Post-Traumatic Stress Disorder
Psychological trauma can occur to any person at any time. The traumatic event
can cause a person to feel unsafe and psychologically shaken, and if the victim does not
deal with the event effectively, Post-Traumatic Stress Disorder (PTSD) may develop.
Trauma and Traumatic Stress
In order to understand traumatic stress, it is first important to define psychological
trauma. One of the most widely used descriptions was given by Erickson in 1976 when
he defined individual trauma as a “blow to the psyche that breaks through one’s defenses
so suddenly and with such brutal force that one cannot react to it effectively” (p. 110).
Trauma has also been described as lack of control during an event that causes a flood of
intense stimulation (Thompson & Kennedy, 1987). Many factors impact a person’s
response to a potentially traumatic event, including age, developmental level, and context
of the situation (Cerney, 1995). The experience of trauma is unique to each person, and
what may be considered traumatic to one person may not be traumatic to another.
Individual trauma can consist of an event experienced directly, an event that was
witnessed, or learning about an event that was experienced by another person (American
3

Psychiatric Association, 2000). The DSM-IV-TR defines direct trauma as having
experienced violent personal attacks, terrorist attacks, torture, captivity as a prisoner of
war or in a concentration camp, natural or man-made disasters, severe automobile
accidents, diagnosis of a life-threatening illness, and being kidnapped or taken hostage
(APA, 2000). The definition is extended for children to include developmentally
inappropriate sexual encounters without threatened or actual violence or injury.
Witnessed trauma may include observing the injury or unnatural death of another person
via any aforementioned means, and unexpectedly witnessing a dead body or body parts.
Trauma can also occur by learning about another person’s suffering. The
definition of a traumatic stressor for a learned event is stated in the DSM-IV-TR as
gaining knowledge about an actual or threatened unexpected death, or injury experienced
by a family member or other close associate. Examples of learned trauma resulting in
PTSD include learning about the death of a family member or close friend, learning about
the rape of a family member or close friend, or learning about a life threatening illness of
a family member or close friend (APA, 2000). It is clear from this definition that people
can be traumatized without being physically harmed or threatened with personal harm
(Figley, 1995a).
Post-Traumatic Stress Disorder
PTSD can be an emotionally crippling disorder in which a traumatic event
impacts an individual with severe emotional consequences. The DSM-IV-TR describes
the essential feature of PTSD as the development of characteristic symptoms following a
traumatic experience as described above that causes intense fear, helplessness, or horror
(APA, 2000). The symptoms must impair an individual’s normal functioning, and
4

symptoms must last for at least one month.
Symptoms of PTSD are grouped into three criterion clusters that can be further
broken down by the type of response to the trauma (APA, 2000). The intrusive
recollection criterion may be the most distinctive to this disorder, and is comprised of
residual emotions from the traumatic event. Stimuli that have become associated with the
traumatic event may also produce residual emotions. These emotions are embedded in
nightmares, flashbacks, mental images, or fantasies about the trauma, and they have the
power to evoke panic, fear, terror, or dread in the survivor. The avoidant/numbing
criterion constitutes cognitive and behavioral changes a person may experience, including
minimizing the personal impact of the trauma, avoiding thoughts and places that may
remind the person of the trauma, and separating thoughts and feelings regarding the
trauma to create a personal insensitivity to the experience. The hyper-arousal criterion is
comprised of symptoms of arousal that were not experienced before the traumatic event.
Hypervigilence and exaggerated startle response may become so intense that they seem
like paranoia, and insomnia, lack of concentration, and irritability may also be present.
Prevalence and Risks o f Post-Traumatic Stress and PTSD
There have been varying estimates of the proportion of the general population
who have experienced potentially traumatic events, and the prevalence of PTSD. Yule,
Williams, and Joseph (1999) estimate that between 40-70% of the population have been
affected by trauma, while others have estimated that at least two out of three American
adults have experienced at least one traumatic event over the course of their lives (Norris,
1992; Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). One study found a gender
difference, with 60% of men and 50% of women exposed to trauma (Kessler et al., 1995).
5
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Although many Americans have experienced traumatic events, only a fraction of them
develop PTSD as a result. PTSD has a lifetime prevalence rate of around 8% in the
general population with an estimated 10% of American women and 5% of American men
affected, making it one of the most common psychological disorders in the U.S. (Kessler
et al., 1995).
Researchers have identified a variety of risks that are associated with PTSD, and
have concluded that the development of PTSD by some individuals but not others from
exposure to a traumatic experience is not a random phenomenon (Brewin, Andrews, &
Valentine, 2000; Ozer, Best, Lipsey, & Weiss, 2003). A history of prior traumatic
stressors (Sabin-Farrell & Turpin, 2003), family history of psychological problems, and
an individual’s own mental health status have all been found to influence the reaction to a
traumatic experience (Ozer et al., 2003). Type of trauma experienced has also been
found to impact the extent of PTSD, with survivors of a traumatic event involving non
combat interpersonal violence, such as rape, abuse, domestic violence, or assault
experiencing more PTSD than victims of combat exposure or accidents (Ozer et al.,
2003). This indicates that trauma inflicted by another person who intends to harm the
victim may cause stronger post-trauma reactions than other types of trauma. This
hypothesis is supported by the DSM-1V-TR (APA, 2000), which indicates that the
consequences of trauma exposure are more devastating when trauma is brought about by
another human being.
Summary o f Post-Traumatic Stress and PTSD
Post-traumatic stress is the reaction a person may have as a result to exposure to
traumatic material. Exposure may occur as a direct victim of a traumatic event, a witness
6

to a traumatic event, or by learning about another’s suffering. If an individual does not
effectively deal with post-traumatic stress, it may lead to Post-Traumatic Stress Disorder.
PSTD can be emotionally crippling, and is one of the most prevalent psychological
disorders in the U.S. Diagnosis of PTSD occurs at least one month after a traumatic
event that caused the victim to feel horror, terror, or dread. Symptoms include intrusive
recollection of the trauma, feeling numb to the trauma, trying to avoid the trauma, and
experiencing hyper-arousal. While there have been a number of studies pertaining to
post-traumatic stress and PTSD, there continue to be inconsistencies within the data. It is
not clear if the discrepancies are due to differences in method per study, or if they are due
to actual differences in symptoms and effects in the populations studied. Further, there is
a lack of research directed toward victims of PTSD who became symptomatic due to
learned experiences rather than those who became symptomatic due to direct personal
experience with a traumatic event (Figley, 1995a). It is clear that more research is
needed to gain a better understanding of this disorder.
Compassion Fatigue and Vicarious Trauma
Individuals who have been traumatized need to gain comfort from others who can
bear witness to their pain and sorrow, and they often seek this from mental health care
providers. Researchers believe that mental health workers who learn about, details of
client trauma are susceptible to symptoms comparable to PTSD (Hesse, 2002).
Regardless of age, race, gender, or level of training, working with traumatized clients
may produce long-standing effects on therapists (Edelwich & Brodsky, 1980). There are
several terms that describe these effects on therapists, including compassion stress,
compassion fatigue, secondary traumatic stress, and vicarious trauma. Although they are
7

often used in the literature interchangeably, they originate from different theoretical
frameworks. These frameworks are explored.
Figley Model o f Cotnpassion Stress and Compassion Fatigue
According to Figley’s (1995a) model of compassion stress and Compassion
Fatigue (CF), therapists identify with the victim and his or her suffering in order to
understand the traumatized. During this process, therapists are exposed to the traumatic
material the primary victim has had to endure. Figley (1995a) believes that this
information can lead to compassion stress on the part of the therapist, which is defined as
the stress associated with personal reactions to the traumatic material of another
individual. Compassion stress can lead to CF if exposure to the stress is prolonged. It is
important to note that any person who has an emotional reaction to the trauma of another
is at risk for compassion stress and fatigue, including therapists and family members
(Figley, 2002), but therapists are the focus of this paper.
Compassion stress is a function of six interaction variables, including empathetic
ability, emotional contagion, empathetic concern, empathetic response, sense of
achievement, and disengagement (Figley, 1995a). Empathetic ability is defined as the
ability to perceive the pain of others, and is often a characteristic that leads people to
choose a career as a mental health professional. Empathetic ability is linked with one’s
susceptibility to emotional contagion, which is described as being “swept up” in the
feelings of a victim of trauma due to being exposed to his or her suffering (Figley, 1995a;
p. 252). Empathetic ability is also linked to empathetic concern, which is the therapist’s
motivation to respond to a trauma victim. Without this drive to help the victim, nothing
would be done to support and care for him or her. Susceptibility to emotional contagion
8

along with ability to empathize determines the extent to which a mental health
professional makes an effort to alleviate the distress of the victim. This effort, known as
empathetic response, commonly includes being witness to the anguish of the victim,
providing support, and providing hope of healing. A sense o f achievement can result
from this interaction, and satisfaction in knowing that the victim’s suffering has been
reduced. Compassion stress can be mediated by the combination of a sense of
achievement and disengagement from the victim, which is the extent to which a therapist
perceives that she or he has done everything possible for the victim.
Compassion stress can reach high levels when the emotional contagion goes
unchecked. As the therapist becomes more swept up in the emotion and wants to help the
trauma victim, the therapist may not find a way to have an empathetic response to the
victim, or may feel unsuccessful at the response. When this occurs and the therapist does
not perceive that they are helpful to the victim, the sense of achievement is never
reached, and disengagement cannot occur. Thus, the therapist never feels as though they
are relieved of the burden the trauma client placed on them by sharing their story (Figley,
1995a). Prolonged compassion stressed caused by these interactions causes compassion
fatigue.
CF, sometimes called secondary traumatic stress, is defined by Figley (1995a) as
a natural outcome of knowing about another person’s traumatic experience, and the
resulting stress that comes from wanting to help the suffering person. CF is a state of
biological, psychological, and social exhaustion and dysfunction as a result of the
inability to handle prolonged exposure to compassion stress. Exposure to victims of
trauma is associated with the lack of relief from a feeling of responsibility for the trauma
9

victim. Further, the therapist’s own traumatic recollections can also be provoked while
he or she is feeling pressure and vulnerability. Figley (1995a) believes that the
development of CF is inevitable if the therapist has experienced excessive amounts of
stress in his or her own life, due to the decreased ability to effectively deal with
compassion stress.
Figley’s (1995a; 2002) model of CF closely resembles the description of PTSD in
the DSM-IV-TR (APA, 2000). While the DSM-IV-TR criteria for PTSD include trauma
due to learned events, this facet of PTSD has largely been ignored in research (APA,
2000). In essence, Figley’s (1995a; 2002) model has made trauma due to learned events
its own entity that parallels PTSD. Psychological symptoms of CF often correspond to
the experiences of the survivor, and can be grouped into three criterion clusters identical
to those in PTSD, which include intrusive recollection of the event, avoidance of stimuli
pertaining to the event, and increased arousal pertaining to the event. Table 1 presents
the contrast between criteria of primary (PTSD), and secondary (CF) traumatic stress
disorder symptoms presented by Figley in 2002. It is suggested that the fundamental
difference between the symptoms exists in the pattern of response following the trauma.
Specifically, the pattern of response for those who suffer from PTSD revolves around
their personal experience with the trauma, whereas the pattern for those who suffer from
CF revolves around their personal experience with the primary victim of the trauma.
Regardless of the source of trauma, this theory posits that symptoms result in a sense of
hopelessness, shock, and confusion (Figley, 1995a).
The impact of CF on therapists can negatively affect quality of life as well as
quality of work. Dutton and Rubinstein (1995) described three categories of reactions
10

Table 1
Traumatic Symptoms of Primary and Secondary Traumatic Stress Disorder

(Primary) PTSD Stressors

Experienced an event outside the range
of usual human experiences that would
be markedly distressing to almost
anyone, an event such as rape, the
September 11 terrorist attack, family
violence, combat, and other terrifying
experiences

(Secondary) Compassion Fatigue Stressors

A. Experienced indirectly the primary
traumatic stressors through helping those
who had experienced these traumas:
Helping in such roles as a nurse, social
worker, rape counselor, or other roles and
activities

B. Traumatic event is persistently reexperienced in one or more of the following ways:
(1) Recurrent and intrusive distressing
recollections of the event including
images, thoughts, or perceptions

(1) Recurrent and intrusive distressing
recollections of the client/event,
including images, thoughts, or
perceptions

(2) Recurrent distressing dreams of the
event

(2) Recurrent distressing dreams of the
client/event

(3) Acting or feeling as if the traumatic
event were recurring (includes a sense
of reliving the experience, illusions,
dissociative flashback episodes,
including those that occur on
awakening or when intoxicated)

(3) Acting or feeling as if the traumatic
event were recurring (includes a sense
of reliving contact with the client and
the client’s story in order to solve the
puzzle and help the client)

(4) Intense psychological distress at
exposure to internal or external cues
that symbolize or resemble an aspect
of the traumatic event

(4) Intense psychological distress at
exposure to internal or external cues
that symbolize or resemble the aspect of
the work o f helping others

(5) Physiological reactivity on exposure
to trauma cues

(5) Physiological reactivity on exposure to
cues that are associated with the role o f
helper

11

Table 1
Continued
Post-Traumatic Stress Disorder

Secondary Traumatic Stress Disorder

C. Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by three or more of the
following
(1) Efforts to avoid thoughts, feelings,
or conversations associated with the
trauma

(1) Efforts to avoid thoughts, feelings, or
conversations associated with the client’s
trauma

(2) Efforts to avoid activities, places,
or people that arouse recollections
of the trauma

(2) Efforts to avoid activities, places, or
people that arouse recollections of the
client’s trauma

(3) Inability to recall an important aspect
of the trauma

(3) Errors in judgment about conceptualizing
and treating the trauma case

(4) Markedly diminished interest or
participation in significant activities

(4) Markedly diminished interest or
participation in significant activities

(5) Feelings of detachment or
estrangement from others

(5) Feeling of detachment or estrangement
from others

(6) Restricted range of affect (e.g.,
unable to have loving feelings)

(6) Restricted range of affect (e.g., unable to
know the client personally or saviororiented)

(7) Sense of foreshortened future (e.g.,
does not expect to have a career,
marriage, children, or a normal life
span)

(7) Sense of foreshortened future (e.g., does
not expect or want to have a long career)

D. Persistent systems of increased arousal (not present before the trauma) as indicated by
two or more of the following:
(1) Difficulty falling or staying asleep

(1) Difficulty falling or staying asleep

(2) Irritability or outbursts of anger

(2) Irritability or outbursts of anger

(3) Difficulty concentrating

(3) Difficulty concentrating

(4) Hypervigilance

(4) Hypervigilance

(5) Exaggerated startle response

(5) Exaggerated startle response

12

Table 1
Continued
Post-Traumatic Stress Disorder

Secondary Traumatic Stress Disorder

E. 30 Days Duration

E. 30 Days Duration

F. Disturbance causes clinically
significant distress or impairment in
social, occupational, or other
important areas o f functioning:
Evidenced by increase family conflict,
sexual dysfunction, poor interpersonal
communication, less loving, more
dependent, reduced social support,
poor stress-coping methods.

F. Disturbance causes clinically significant
distress or impairment in social,
occupational, or other important areas o f
functioning: Evidenced by increased
work conflict, missed work, insensitivity
to clients, lingering distressed caused by
trauma material, reduced social support,
poor stress-coping methods.

(Figley, 2002, pp. 4-5; bold and italic text included)
that trauma workers may experience during or after contact with trauma survivors:
psychological distress or dysfunction, cognitive shifts, and relational disturbances. The
first category is an indication of psychological distress or dysfunction in which therapists
may experience distressing emotions, intrusive imagery of the client’s traumatic material,
somatic complaints, addictive or compulsive behaviors, physiological arousal,
impairment of social functioning, and avoidance of working therapeutically on the
traumatic material with the client. This last has been described as the silencing response,
in which the therapist ignores or redirects attention away from the traumatic material in
session (Baranowsky, 2002). Indicators of the silencing response include changing the
subject, minimizing the client’s distress, wishing the client would overcome the trauma,
faking interest, using humor to minimize the subject, becoming angry or sarcastic, fearing
what the client has to say or that the therapist cannot help, feeling numb prior to session,
inattention, and being reminded of personal trauma when working with trauma clients.
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The second category of reactions in trauma workers is cognitive shifts in the
therapist’s values, expectations, and assumptions (Dutton & Rubinstein, 1995). The
therapist may begin to think that everyone has been a victim of something, or minimize
the fact that the client has both suffered and survived the trauma. Guilt may develop that
the therapist is enjoying life while the client is struggling. The therapist may begin to
blame the victim for the trauma, or begin to feel victimized by the client because the
therapist sees the client as a threat.
The third and final category describes relational disturbances that may result
from reactions to traumatic material. Personal and professional relationships may suffer
due to decreased trust and increased stress Emotional detachment may protect therapists
from having to deal with traumatic material, but it further victimizes clients because they
are not getting the help and support they are seeking. The therapeutic relationship
suffers, especially if the silencing response or victim blaming has occurred, which can
further alienate clients and make them feel at fault (Dutton & Rubinstein, 1995).
Overall, CF is theorized to be a subset ofPTSD that results from the compassion
stress of one person learning about the traumatic experiences of another, though
empirical research has not yet explored this postulation. Symptoms of CF create a sense
of hopelessness, shock, and confusion in therapists that negatively impacts a therapist’s
quality of life and quality of work, and directly parallel symptoms ofPTSD. The
exhaustion and dysfunction that result can be psychological, cognitive, or relational, and
tend to correspond to the experiences of the traumatized client with whom the therapists
worked.
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Constructivist Self Development Theory and Vicarious Traumatization Model
Constructivist Self Development Theory
The vicarious trauma (VT) model is conceptualized within constructivist self
development theory (CSDT), which was originally described by McCann and Pearlman
in 1990 (Pearlman & Saakvitne, 1995a). CSDT stresses that each individual is complex,
adaptive, and has a fundamental will to survive. According to CSDT, the way a person
adjusts to a traumatic event is dependent upon the interaction between social and cultural
contexts, as well as the individual’s personality, personal history, and the context of the
trauma (Pearlman & Saakvitne, 1995a). Six assumptions are relied upon within CSDT.
The first assumption is constructivism, in which “the meaning of the traumatic event is in
the survivor’s experience of it” ( Pearlman & Saakvitne, 1995a, p. 57). The construction
of meaning continues to evolve as the survivor incorporates new experiences into his or
her belief system, and this evolution is the core of the possibility of therapeutic change.
Individual differences in adaptation is the second assumption within CSDT. Thus,
because of each person’s unique personal history, life experience, personality, and
construction of meaning, reaction to traumatic experiences will be different for everyone.
Peariman and Saakvitne (1995a) explain that the developmental perspective is alsc
important within CSDT because trauma experienced in one developmental level will be
reinterpreted and reconstiucted in every suosequent developmental level. Another
assumption is that trauma occurs in some interpersonal context-, so healing should also
become an interpersonal process. CSDT also assumes that symptoms are adaptive
strategies that an individual used to survive. Thus, symptoms that seem either
appropriate or destructive actually developed as a way for the individual to release
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feelings or thoughts that threatened the individual’s sense of security. Finally, familial
and social-cultural contexts are considered to be relevant within CSDT in both the
trauma and the recovery. Pearlman and Saakvitne (1995a) explain that characteristics
such as the person’s age at the time of the trauma, gender, race, and socioeconomic status
can all impact others’ response to a person who has been traumatized. The social or
familial climate, such as victim-blaming (Ryan, 1971), misogyny (Saakvitne & Pearlman,
1993), or racism can also impact others’ response to the victim (Pearlman & Saakvitne,
1995a).
CSDT further posits that a number of aspects of the self are impacted by trauma
that an individual endures, including frame of reference, self capacities, ego resources,
psychological needs and related cognitive schemas, and memory systems. Pearlman and
Saakvitne (1995a) provide a summary of these aspects, which is provided in Table 2.
Frame o f reference is the means by which an individual understands him- or herself and
the world, and is elemental in an individual’s development of meaning from life events.
This can be further delineated into worldview, identity, and spirituality. Worldview is the
individual’s beliefs and attitudes about others, life philosophy, morality, and causality.
Identity includes a person’s “sense of self across time, across situations, and across
emotional, physiological, and cognitive states” (p. 61), as well as relationship to self and
others (Pearlman & Saakvitne, 1995a). Spirituality is described as the creation of
meaning and capacity for awareness over four components: “orientation to the
future(Pearlman & Saakvitne, 1995a) and sense of meaning in life, awareness of all
aspects of life, relation to the nonmaterial aspects of life, and sense ol connection with
something beyond oneself’ (Pearlman & Saakvitne, 1995a, p. 63).
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Table 2
Constructivist Self Development Theory: Aspects of Self Impacted by Psychological
Trauma
Frame of Reference
Framework of beliefs through which the individual interprets experience; includes:
• World View
• Identity
• Spirituality
Self Capacities
Abilities thai enable the individual to maintain a sense of self as consistent and coherent
across time and situations; interpersonal; includes ability to:
• Tolerate strong affect
• Maintain positive sense of self
• Maintain inner sense of connection with others
Ego Resources
Abilities that enable the individual to meet psychological needs and to relate to others;
interpersonal; includes two types:
• Resources important to the therapy process
Intelligence, willpower and initiative, awareness of psychological needs,
and abilities to be introspective, to strive for personal growth, and to take
perspective
• Resources important to protect oneself from future harm
Abilities to foresee consequences, to establish mature relations with
others, to establish boundaries, and to make self-protective judgments
Psychological Needs and Related Cognitive Schemas (in relation to self and others)
•

Safety

•

Trust

•
•
•

Esteem
Intimacy
Control

Memory System
® Verbal
• Affect
• Imagery

The need to feel secure and reasonably invulnerable to harm by
oneself or others
The need to have confidence in one’s own perceptions and
judgment and to depend on others
The need to feel valued by oneself and others, and to value others
The need to feel connected to oneself and to others
The need to feel able to manage one’s feelings and behaviors as
well as to manage others in interpersonal situations
»
»

Somatic
Interpersonal
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Self capacities are the next aspect of self that is changed by trauma according to
the CSDT model. These include abilities to deal with and integrate emotional
experiences, have positive self-worth, and foster a sense of bonding with others. Ego
resources are also changed due to trauma, and include two groups that are important to
CSDT (Pearlman & Saakvitne, 1995a). The first group of resources is related to survival
and includes “intelligence, willpower and initiative, awareness of one’s psychological
needs, and the abilities to be introspective, strive for personal growth, and take
perspective” (p. 67). The second group is related to self-protection and include “the
ability to foresee consequences, the ability to establish mature relations with others, the
ability to establish boundaries between self and others, and the ability to make selfprotective judgments” (p. 67).
Psychological needs developed over the lifespan are also impacted according to
CSDT, and include safety, trust/dependency, esteem, intimacy, and control in relation to
both self and others. Although everyone has all of these needs, the significance of these
needs vary between individuals. Cognitive schemas are related to psychological needs,
and are described by Pearlman and Saakvitne (1995a) as “.. .the conscious and
unconscious beliefs and expectations individuals have about self and others that are
organized according to central psychological need areas” (p. 68). Thus, disrupted
schemas are connected to the most significant psychological needs for an individual, and
reflect a negative view of the “possibility of having one’s needs met constructively” (p.
69). While these disrupted schemas represent the impact of the trauma on an individual,
they can hinder an individual’s view of and relationships with self and others.
The final aspect of self that is influenced by trauma according to the CSDT model
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is the memory system, which is divided into five aspects of traumatic memory. Verbal
memory deals with the cognitive version of events. Imagery includes the visual images
of the event. Affect is comprised of emotions felt before, during, and after the trauma.
Bodily/somatic memory incorporates physical sensations into the recollection of the
trauma. Finally, interpersonal memory includes patterns that occur in current
relationships that reflect the trauma of the past (Pearlman & Saakvitne, 1995a).
The development of VT is based in CSDT according to Pearlman and Saakvitne
(1995a), and the process begins with a connection between the therapist and the client.
One of the most valuable and essential features of a therapeutic relationship is the ability
for the therapist to engage empathetically with clients according to VT theory (McCann
& Colletti, 1994; Pearlman & Saakvitne, 1995a; Wilson & Lindy, 1994b). In order to
engage empathetically with clients, trauma therapists relinquish their familiar way of
being and beliefs about the world each time they are in contact with a survivor of trauma.
Pearlman and Saakvitne (1995a) hypothesize that there are four types of empathetic
engagement with clients who are survivors of trauma, which stem from two types of
empathetic connection {cognitive empathy and affective empathy), and two meaningful
time frames in which the trauma is experienced (past and present). Cognitive empathy is
described as a focus on the cognitive understanding of what the client experienced, how it
happened, and what the trauma meant to the client. Affective empathy, on the other hand,
deals with sensing and feeling the range of emotions the client experienced due to the
traumatic event. The past time frame is what occurred during the actual traumatic event,
while the present time frame is how the trauma client is experiencing what happened to
him or her. Thus, there are four ways a therapist can be empathetically engaged with a
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trauma client: the past cognitive experience, present cognitive experience, past affective
experience, and present affective experience. According to Pearlman and Saakvitne
(1995a), the past cognitive experience entails the therapist trying to understand what the
trauma client was going through at the time of the trauma; thus, how the client viewed
him- or herself and others, or how the client coped. Empathetic engagement in the
present cognitive experience involves understanding how the trauma client currently
comprehends the event and how it impacts his or her current life, and how he or she is
dealing with the event. Past affective experience involves the therapist feeling the horror,
anger, and defenselessness the trauma client experienced at the time of the trauma.
Finally, the present affective experience entails sensing and feeling the emotions the
trauma client currently has about his or her trauma, including feelings of pain, rage, grief,
or lack of control. The authors theorized that the past affective experience creates the
most susceptibility to VT because the therapist is directly connecting with the truth of the
trauma client’s experience (Pearlman & Saakvitne, 1995). Over time, the therapist
absorbs the traumatic material of many clients, resulting in VT in which the therapist’s
own inner experience is negatively transformed.
Vicarious Trauma Model
The experience of VT is unique to each person and is considered to be an
inevitable occupational hazard of any trauma work. According to Pearlman and
Saakvitne (1995a), the same aspects of life that are impacted by trauma according to
CSDT are also aspects of life impacted by VT. Thus, although the influence of trauma on
frame of reference, self capacities, ego resources, psychological needs, and sensory
system were previously explained in regard to trauma clients, they have a similar yet
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more focused impact on a trauma therapist due to VT. The transformations of these
aspects of life in relation to VT will now be explained in detail.
Pearlman and Saakvitne (1995a) liken frame of reference to the visual lens
through which one sees the world; thus, VT changes the lens, causing loss of clarity and
ultimately a change in one’s perception of the world including personal identity, world
view, and spirituality. A therapist’s perception of personal identity can be altered when
victimized by VT, causing a feeling of alienation from self and a sense of distance from
others. This process can be accelerated when therapists who normally consider
themselves to be very caring begin having traumatic fantasies or suddenly make callous
comments. Therapists may begin to question whether or not they have ever directly
xperienced trauma, or consider their gender identity since many men have perpetrated
violence and many women have been victims of abuse. Further, therapists may wonder
about their level of competence, and may either begin to introduce themselves as having
other professions so as to avoid talking about trauma in social settings, or cling to
professional identity to create a barrier from intimacy with others. Therapists may also
become preoccupied with the concepts of life and death to gain a sense of personal
control since they may feel out of control when dealing with their client’s issues.
World view, or the therapist’s beliefs, morals, and philosophies about the world,
can also become distorted by VT. For example, an original world view of hope for
change can be altered into a sense of despair or hopelessness for the future. Cynicism
may also develop if a therapist’s morals and values of human life are constantly
bombarded with encounters with people who have experienced cruelty from others.
Alteration of spirituality is indicative of VT in trauma therapists. Meaning is questioned,
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and therapists may mistrust their insight in order to protect themselves from the
knowledge of people’s maliciousness to others. Instead, the therapist may depend on
intellectualization of problems, which may cause the ability for the therapist to connect
with others to diminish (Pearlman & Saakvitne, 1995a).
Self capacities are another aspect of life impacted by VT, which allow individuals
to have a sense of balance in their lives. They help to maintain a positive sense of self in
times of adversity and help to adjust strong affect experienced by the therapist. Those
who are afflicted with VT have diminished self capacities, causing therapists to become
much more vulnerable to strong emotions including anger and sorrow. Therapists may
begin to feel depressed or isolated, and may experience greater reactivity to other’s
suffering. Because the therapists’ ability to self-soothe is reduced, external comforts may
be sought and lead to excessive gambling, alcohol consumption, drug use, or overeating
among other forms of escape. Relationships may also suffer because of the therapists’
inability to handle life stressors and personal emotions (Pearlman & Saakvitne, 1995a).
Various ego resources are also considered to be affected by VT, including “ability
to make self-protective judgments, the ability to be introspective, the ability to establish
and maintain boundaries, the ability to take perspective, including empathy and sense of
humor, the ability to strive for personal growth, and an awareness of one’s psychological
needs” (Pearlman & Saakvitne, 1995a; p. 288). VT causes therapists to forgo their
personal lives in favor of excelling professionally. For example, they may focus on
researching trauma therapy to gain more control. While doing so allows the therapist to
gain important knowledge about therapy, the therapy may become based in the
knowledge and content rather than in the therapist’s personal insight and process. Thus,
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the therapist loses the personal empathetic connection with the client and may become
less supportive of the client in session, leaving the client in danger of becoming re
traumatized by the therapist’s non-empathic response.
Another aspect of life affected by VT is psychological needs. According to
Pearlman and Saakvitne (1995a), there are five psychological needs that are disrupted in
individuals who have experienced direct or VT, and the disturbance may lead to
inteipersonal problems. The first and most vulnerable psychological need in therapists is
safety. The loss of the therapist’s sense of security leads to fearfulness, hypervigilance,
not trusting one’s instincts, being self-critical, being overprotective of children, and
having an expectation of becoming personally victimized. Trust is the second
psychological need, and disruption of trust in self can lead to a decreased personal feeling
of independence and increased reliance on others. Therapists may begin to trust everyone
indiscriminately due to a loss of trust in their own judgment. The reverse may also occur,
wherein therapists may reject outside resources and become wary of others, which causes
therapists to isolate themselves. The psychological need of esteem in self and others may
also become disrupted. VT may cause therapists to have lowered self-esteem and
become overly self-critical or harm themselves. Disruption in other-esteem leads to
debasing or devaluing other people’s interests or needs, causing the therapist to become
less connected to self and others. Therapists with this problem can assume that others are
ignorant of problems the therapist is trying to help; conversely, therapists may begin to
idealize others whom they feel to be more adept in working with traumatized clients than
themselves. The fourth psychological need that is disturbed is intimacy. The emotional
numbing and fear that results from learning about countless acts of cruelty causes
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therapists to lose touch with their feelings and avoid potential for personal loss.
Therapists develop the need to surround themselves with people who understand the
difficulty of their work, and may feel tom between personal and client relationships,
which leads to withdrawal from both. Problems with intimacy can lead to isolation so
that therapists can avoid the complexity of the issue. The fifth and final psychological
need is control. Therapists suffering from VT are inundated with examples of clients
who did not have control over their situation and ultimately became traumatized.
Therapists may become concerned over the realization that they have no more control
over their lives than their clients did. They may try to control others in relationships,
producing a restricted world around them.
The final aspect of life that can be affected by VT is the therapists’ sensory
system (Pearlman & Saakvitne, 1995a). Clients who have been traumatized often discuss
their experience with trauma in vivid detail, including personal images, bodily sensations,
thoughts, and feelings that were evoked by the trauma. The detail of the clients’ account
leaves a lasting impression on therapists that may emerge at unv/anted times. Intrusive
imagery is one of the hallmarks of VT and involves therapists’ personal images of the
clients’ trauma. The intrusive imagery negatively impacts therapists, especially when the
imagery is connected with the therapists’ own psychological fears, such as abandonment.
This can bode well for therapy if therapists develop deeper empathy and understanding
for the client because of the vicariously traumatic experience. It can be detrimental,
however, if therapists do not recognize their personal connection to the imagery, or the
therapists become emotionally detached from clients due to the imagery. Learning about
clients’ trauma can also induce bodily sensations that often parallel the clients’ own
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experiences. For example, therapists may experience genital pain or numbing of other
body parts if they work with clients who have suffered sexual abuse. Other sensory
experiences can occur due to the association of the clients’ traumatic story to certain cues
outside of therapy. For instance, therapists who have worked with survivors of the
tsunami in 2004 may experience a startle response if they see a large wave in the ocean.
Overall, VT is a process through which therapists are transformed and numerous
aspects of life are impacted. A therapist’s personal identity, worldview, and spirituality
can be altered, and emotional balance can be diminished. Psycho'ogical needs like
safety, trust, esteem, intimacy, and control are disrupted due to the lasting impression a
client’s detailed account of trauma leaves on the therapist, and interpersonal difficulties
may result.
Constructs Related to Compassion Fatigue and Vicarious Trauma
CF and VT are both relatively new constructs that are similar to each other as well
as to other concepts. Although it may seem that CF and VT are analogous to the
concepts of countertransference and burnout, Figley (1995a) and Pearlman and Saakvitne
(1995) believe that they are separate entities. The following section will explore the
theoretical differences between them.
Countertransference
One of the most closely related constructs to CF and VT is countertransference.
Countertransference has a variety of definitions, including the therapist’s reaction to
transference from a client, the therapist’s own transference, and generally all the feelings
a therapist has toward a client (Kottler, 1993). In psychoanalytic terms,
countertransference is generally reserved for situations in which the “client’s behavior

invokes in the counselor conflicts relating to unresolved situations in the counselor's life,
causing the counselor to respond to the client in a nonobjective way" (Peterson and
Nisenholz, 1995, p. 106). This nonobjectivity can vary on a continuum from either
overidentification with a client or a client’s issues, or avoidance of contact with the client
or the client’s issues (Wilson & Lindy, 1994a). Overall, countertransference is a reaction
that occurs within the context of all therapy settings (Figley, 1995a; Pearlman &
Saakvitne, 1995).
Figley (1995a) theorizes that CF includes, but is not limited to,
countertransference. CF is considered a naturally occurring result of caring for a
traumatized person. Whiie countertransference is viewed as potentially negative, CF is
inevitable and is not necessarily a problem. Finally, while countertransference can occur
in any therapy situation, CF only occurs as a response to trauma. It extends beyond
therapist-client relationships to any kind of relationship in which one person cares for
another who is suffering (Figley, 1995a).
Like CF, VT is also specific to reactions to those who have experienced traumatic
events (Pearlman & Saakvitne, 1995a). VT can affect the therapist’s professional and
personal life, including his or her belief system (Sabin-Farrell & Turpin, 2003). Unlike
CF, VT and countertransference are considered to be two separate constructs that interact
with one another. Pearlman and Saakvitne (1995a) describe countertransference as
potentially leading toward VT if it remains unacknowledged. Further, VT makes the
therapist more vulnerable to stronger countertransference reactions toward the client.
Pearlman and Saakvitne (1995a) describe many effects of an interaction between VT and
countertransference. Those identified include change in the therapist’s own identity,
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decreased self-awareness, increased defenses, challenges to beliefs, and challenges to
worldview. Overall, although countertransference and VT are closely related and have
interactions between one another, the main difference between them is that
countertransference describes changes in the therapeutic relationship while VT describes
changes in the therapist’s personal and professional life.
Burnout
Burnout is another construct closely related to CF and VT, due to its effects on
workers. Burnout has been defined by some researchers as a state of fatigue or
frustration brought about by an individual’s devotion to a cause that failed to meet the
individual’s expectations (Freudenberger, 1975); or a “state in which individuals expect
little reward and considerable punishment from work because of lack of valued
reinforcements, controllable outcomes, or personal competence” (Meir, 1983, p. 899).
Maslach has been in the forefront of burnout research and his investigations have
culminated in the development of the Maslach Burnout Inventory (Maslach & Jackson,
1986), which was riormed on a large sample of human service workers (Maslach, 1982).
This measure has allowed Maslach to determine three dimensions of burnout in
individuals. The first are feelings of being overextended and exhausted by one’s work;
second is a feeling of depersonalization or impersonal response to those with whom the
individual interacts; and third is a reduced sense of personal accomplishment that is
coupled with diminished self-esteem. Burnout has been a topic of concern in recent
years in human service professions because of an increased awareness of employee
satisfaction and desire for retention in the workplace by employers (Leiter & Harvie,
1996; Skorupa & Agresti, 1993).
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CF and VT have two main differences from burnout. First, while burnout can
result from any type of work, CF and VT are again specific to those who work with the
traumatized (Figley, 1995a; Pearlman nd Saakvitne, 1995a). Also, while burnout results
from job strain, erosion of idealism and reduced sense of accomplishment (Maslach,
1982), CF and VT are related more to the traumas of others than to the job itself (Figley,
1995a; Pearlman and Saakvitne, 1995a). CF can also be distinguished from burnout
because CF occurs suddenly and with little warning (Figley, 1995a) while burnout is the
result of prolonged work exhaustion (Maslach, 1982).
Similarities and Differences Between Compassion Fatigue and Vicarious Trauma
Overall, CF and VT have much in common. Both constructs theorize that
secondary trauma is unique to individuals who work with trauma survivors because of the
need to empathetically engage with clients while bearing witness to potentially horrifying
recollections from the survivor. CF and VT also have common symptomology, including
disrupted beliefs, intrusive thoughts and bodily sensations, and a decreased sense of
safety or trust. Further, both constructs posit that secondary trauma impacts a therapist’s
personal and professional life, and is an inevitable aspect of work with survivors (Figley,
1995a, 2002; Pearlman & Saakvitne, 1995a).
Although the two constructs have commonalities, they also differ in their view of
secondary trauma. The CF model (Figley, 1995a, 2002) was developed in response to the
inadequate research and theory regarding PTSD symptomology due to learned events
(APA, 2000). While it was created as a separate entity from PTSD, it is meant to be an
offshoot of the disorder. Thus, CF can be considered symptoms that may develop into a
diagnosable disorder, which impacts trauma workers. VT, on the other hand, considers
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the cognitive disruptions toward self and others that can occur when working with trauma
survivors (Pearlman & Saakvitne, 1995a). Although it describes symptoms one rnay
develop, it was not developed to parallel PTSD. Rather, it moves beyond the PTSD
symptomology to include difficulties with issues such as spirituality, balance in life, and
meeting personal needs. Thus, the two constructs have inherent differences in the way
each describes the impact of secondary trauma on trauma workers.
Empirical Support for Compassion Fatigue and Vicarious Trauma
Mixed empirical support exists for both CF and VT. In this section, key issues in
the empirical study of these two constructs are reviewed. Factors related to the
constructs are presented, such as prevalence, impact of trauma caseload or hours spent
with trauma survivors, prior personal trauma, career level, level of supervision, and
gender differences. The section concludes with some of the measurement issues that may
contribute to the ambiguity of the extant findings; specifically, the inconsistency of the
types of measures used to assess CF and VT between studies will be discussed. In order
to clarify these measurement issues, the following review of the literature is summarized
in Table 3 and differentiates between studies that measure both CF and VT, those that
specifically measure CF, those that measure VT, and those in which general secondary
trauma is explored.
Study o f Compassion Fatigue and Vicarious Trauma Measures
Jenkins and Baird (2002) were the only researchers that used measures specific to
assessing CF and VT in their study. Their study examined the validity of a measure of
CF (the Compassion Fatigue Self Test [CFST]; Figley, 1995b) and a measure of VT (the
Trauma Stress Institute Belief Scale [TSI Belief Scale]; Pearlman, 1996) by examining
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Table 3
Compassion Fatigue, Vicarious Trauma, and Secondary Trauma Empirical Research
Authors

Measures

Sample Size

Participants

Findings

Compassion Fatigue and Vicarious Trauma Research
Jenkins &
Baird (2002)

CFST
TSI Belief Scale

99

Sexual assault/
CSFT and TSI Belief Scale had
Domestic Violence moderate positive correlation
Authors believe it useful to use TSI
Counselors
Belief Scale and CFST together to
distinguish cognitive impact from
PTSD symptoms

67

Psychologists
Social Workers &
other professions
working with
sex offenders

46.2% were at moderate to high
risk of CF
97% low compassion satisfaction
Psychologists had lower CF than
Social Workers
Years in field did not affect CF

Meldrum, King, QMHCM-STSS
& Spooner
CMPES
(2002)

300

Australian case
managers with
inpatient and
outpatient clients

17.7% met criteria for CF
More symptoms in rural vs. urban
Urban workers had crisis teams
while rural did not

Ortlepp &
Friedman
(2002)

130
quantitative
30
qualitative

Nonprofessional
trauma counselors
in South African
banks

23% were at moderate to high risk
of CF; May be low because of
restrictions on counseling activity
Prior exposure to trauma not
related to CF
Perceived effectiveness of training
increased overall satisfaction

179

Mental health
professionals
BA, MA, or
PhD

37% were at high risk of CF
Masters level at higher risk of CF
100% reported previous traumatic
event

34

Volunteer Crisis
counselors
in aftermath of
Oklahoma City
Bombing

Increased stress with increased
years worked, and if administrator
73.5% were at moderate to high
risk for CF
Longer hours have more CF

Compassion Fatigue Research
Lyndell &
Bicknell
(2001)

CFST
IES-R

CFST
WTDS
TSS
CSQ
OLQ

Rudolph, Stamm, CFST
& Stamm
LSS
(1997)
SLES

Wee & Meyers
(2002)

CFST
FRI-A
SCL-90
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Table 3
Continued
Authors

Measures

Sample Size

Participants

Findings

Vicarious Trauma Research
Adams, Matto,
& Harrington
(2001)

TSI Belief Scale 185
MBI
PSS-Fr
Personal trauma
Somatic symptoms

Brady, Guy,
IES
Poelstra, &
TSI Belief Scale
Brokaw (1999) SWBS

446

Master’s level
social workers
selected from
National Assn,
of Social Workers

Personal trauma & hrs/week of
client contact not related to
VT
Less personal accomplishment
and lower perceived social support
contribute to VT
Higher somatic symptoms with
disrupted cognitions

1000 women
psychotherapists
who specialize in
child abuse or
psychotherapy

More sexual abuse clients & more
survivors over career have more
trauma symptoms; most mild
positive aspects of working with
survivors outweighed negative

Cunningham
(2003)

TSI Belief Scale

182

MSW’s randomly Working with sexually abused
chosen from two clients creates more vicarious
national directories trauma than working with cancer;
Therapists with personal history
of sexual abuse have more
VT when working
with sexually abused clients;
VT related to percent
of trauma clients in caseload

Pearlman &
Maclan (1995)

TSI Belief Scale
IES
SCL-90-R
Marlowe-Crowne

188

Self-identified
trauma therapists

More VT with
personal history of trauma;
Newer therapists with personal
trauma history have most distress
Seasoned trauma workers with no
trauma history have greater self
intimacy and other-esteem distress

Women in
Psychological
Organization and
a group of sexual
violence therapists

More trauma clients in caseload led
to more disrupted beliefs, more
symptoms of PTSD, and more selfreported VT; Personal
trauma history did not impact VT

Schauben &
Frazier (1995)

TSI Belief Scale
148
BSI
MBI
PTSD checklist
Created by authors
Qualitative questions
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Table 3
Continued
Authors

Measures

Sample Size

Participants

Findings

Secondary Trauma Research
Eidelson,
Surveys created
D’Alessio, &
by researchers
Eidelson (2003)

592

Psychologists in
New York and
surrounding states
following 9/11

Greater demand on professional
time, impact on personal life, client
distress, and high personal fear
correlate with increased stress;
Psychologists closer to ground zero
had more distress; positive feelings
related to satisfaction in helping
role

Foliette,
Polusny,
& Milbeck
(1994)

TRQ
LERQ
TSC-40

558

Mental health
professionals and
law enforcement
officers

Officers experienced more distress
and less use of personal therapy
than mental health professionals;
Number of trauma victims in
caseload not predictive of
secondary trauma; personal history
of trauma increased chance of

Lev-Wiesel &
Amir (2001)

PTSD scale
SCL-90
ESMQ

90 couples

At least one
member of
dyad was a
survivor of the
Flolocaust

Higher levels of PTSD in survivor
and lower education level led to
higher secondary trauma in
spouses; Women more distressed
than men

Meyers &
Cornille (2002)

SCL-90-R.
BS1
IES-R
SFIS

205

Child Protective
Service workers

More secondary trauma with longer
time worked; Women had more
symptoms than men; Enmeshed
family interaction associated with
intrusive symptoms; disengaged
family interaction led to
withdrawal

Nelson &
BSI
Wampler (2000) SCL-90-R
DAS
FACS

161 couples Non-Abuse and
Abuse groups: at
least one member
of abuse group
couple was victim
of child abuse
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Lower relationship satisfaction and
higher individual stress symptoms
and less cohesion in abuse group
couples

Table 3
Continued
Note. Measures include: BSI: Brief Symptom Inventory (Derogatis , 1993); CMPES: Case Manager
Personal Efficacy Scale (King, LeBas, & Spooner, 1997); CSFT: Compassion Satisfaction/Fatigue Test
(Stamm & Figley, 1998); CSQ: Crisis Support Questionnaire (Joseph, Andrews, Williams, & Yule, 1992);
DAS: Dyadic Adjustment Scale (Spanier, 1976). ESMQ: Enrich Scale for Marital Quality (Lavee, 1995);
FACS: Family Adaptability and Cohesion Scale (Olson et al., 1985); FRI-A: Frederick Reaction Index-A
(Frederick, 1985); IES (-R): Impact of Event Scale (Revised) (Horowitz, Wilner, & Alvarez, 1980); MBI:
Maslach Burnout Inventory (Maslach & Jackson, 1986); LERQ: Law Enforcement Response
Questionnaire (modified from TRQ); LSS: Life Satisfaction Scale (Kopina, 1996); Marlowe-Crowne:
Mariow-Crowne Social Desirability Scale (Crowne & Marlowe, 1964); OLQ: Orientation to Life
Questionnaire (Antonovsky, 1987); PSS-Fr: Perceived Social Support-Friends (Procidano & Heller, 1983);
PTSD Scale (Amir & Sol, 1999); QMHCM-STSS: Queensland Mental Health Case Manager-Secondary
Traumatic Stress Survey (modification from Figley & Bride, 1996); SCL-90-R: Symptom Checklist 90Revised (Weiss & Marmar, 1996); SCL-90: Symptom Checklist 90 (Derogatis, 1977); SFIS: Structural
Family Interaction Scale (Perosa, Hansen, & Perosa, 1981); SLES: Stressful Life Events Scale (Stamm et
al., 1996); SWBS: Spiritual Well-Being Scale (Ellison & Smith, 1991); TRQ: Therapist Response
Questionnaire (Kelly, 1993); TSI Belief Scale; Traumatic Stress Institute Belief Scale (Pearlman, 1996);
TSC-40: Trauma Symptom Checklist-90 (Briere & Runtz, 1989); TSS: Traumatic Stress Schedule (Norris,
1990); WTDS: Workplace Trauma Debriefers Scale (Ortlepp, 1998)

the interaction of the CFST and TSI Belief Scale along with a measure of burnout and
general distress. Results of the study indicated that there was good concurrent validity
between the CF Subscale of the CFST and the TSI Belief Scale. The authors concluded
that it would be useful to use the TSI Belief Scale and the CF Subscale of the CFST
together to distinguish therapists struggling with the cognitive impact of trauma work
versus those suffering from PTSD symptoms.
Prevalence o f Compassion Fatigue
Over the past ten years, there have been numerous studies on the prevalence of
secondary trauma and its associated factors. Although prevalence rates of VT have not
been directly assessed, several authors have studied the prevalence of CF. Empirical
studies have found varying prevalence rates of CF ranging from over half of respondents
experiencing symptoms to very few. One reason for the difference in prevalence rates
33

may be due to the diversity of the sample population among studies, such as disaster
relief therapists (Wee & Meyers, 2002), Australian case managers (Meldrum, King, &
Spooner, 2002), nonprofessional South African trauma counselors (Ortlepp & Friedman,
2002), mental health workers in the United States (Rudolph, Stamm, & Stamm, 1997),
and therapists who work with sex offenders (Lyndall & Bicknell, 2001). Another
difference seems to be due to sample size, with higher sample sizes resulting in lower
prevalence rates. It is clear that study replications may allow a more solid understanding
of the impact of CF with any of these populations.
Wee and Meyers (2002) studied the prevalence rates of CF in 34 disaster response
volunteers approximately nine months after the Oklahoma City Bombing that killed 169
men, women, and children, and left hundreds more wounded. Overall, it was found that
50% of participants were at a high to extremely high risk of developing CF. Further,
64.7% of disaster mental health workers had some degree of severity of stress as
measured by the Frederick Reaction Index-A (FRI-A; Frederick, 1985), though none of
the workers scored in the very severe degree for stress disorder. This percentage is
reported by the authors to be much higher than in previous studies on disaster response,
and the authors hypothesized that the terrorist nature of the disaster increased the distress
among workers (Wee & Meyers, 2002).
Meldrum, King, and Spooner studied the impact of Secondary Traumatic Stress
on case managers in Australia’s community-based state mental health service in 2002.
Three hundred case managers who have core training in psychology, social work,
nursing, occupational therapy, or medicine participated in the study. Their work has high
levels of autonomy and responsibility. Functions they perform include individual
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psychotherapy, assessment, psychoeducation, crisis intervention, monitoring daily living
skills, monitoring medication, support, activities of daily living, and liaison with other
care agencies. It was found that 17.7 % of case managers met symptom criteria for CF at
clinical levels, meaning that the quantity, quality, and intensity of symptoms are
equivalent to those who meet criteria for a diagnosis of PTSD. Another 18% of
participants experienced significant but subclinical levels of CF. Authors indicate that
the findings provide quantitative basis for the recognition that in order to protect clients,
workplaces must protect the emotional well being of care providers through use of social
support (Meldrum, King, & Spooner, 2002).
Ortlepp and Friedman (2002) examined experiences of 130 nonprofessional
trauma counselors in South Africa who counseled bank employees after a bank robbery.
Only 10% of participants experienced high to very high levels of CF in this study, which
may have been due to the restrictive nature of the trauma response program. Participants
in the program were only allowed to be called out one time per month, and could only
counsel five employees each time they were called. The authors postulate that trauma
workers who do not have limitations may have an increased risk of developing CF
compared to participants in their study.
Factors Associated with the Development o f Compassion Fatigue and Vicarious Trauma
Compassion Fatigue
Factors associated with CF have been explored to gain a better awareness of how
and why CF develops. This examination has helped researchers conceptualize factors
that may inhibit the development of CF in therapists, which has led to the advancement of
healing programs such as the Accelerated Recovery Program for Compassion Fatigue
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(Gentry, Baranowsky, & Dunning, 2002). As with prevalence rates, associated factors
are not consistent between studies, and it seems that no two studies focus on researching
the same factors. These inconsistencies weaken the reliability of any factor to generalize
across populations; nonetheless, each study makes important contributions to the
understanding of CF.
The amount of time a worker spends witnessing client trauma was an area of
focus examined in the literature. Wee and Meyers (2002) discovered that respondents
who worked longer with bombing survivors had higher distress than those working fewer
months. Further, symptoms of CF increased significantly as the amount of time working
with survivors increased. Contrary to these findings, Lyndall and Bicknell (2001)
discovered that longevity in the field had no impact on the development of CF for
therapists who worked with sex offenders.
History of trauma has also been a popular topic of research in CF literature.
Theoretically, it has been suggested by Figley (1995a) that most trauma therapists have
experienced traumatic events in their lives. For example, it has been reported in one
study that 100% of participants (N=179) had experienced events in their life that the
DSM-IV-TR would consider to be traumatic (Rudolph, Stamm, & Stamm, 1997), such as
rape, diagnosis of a life-threatening illness, violent personal attacks, or witnessing the
unnatural death of another person (APA, 2000). Prior trauma would make a person more
susceptible to CF because client trauma would invoke more distress in those therapists,
especially if the client and therapist experienced the same type of trauma (Figley, 1995a).
Recent catastrophes such as the terrorist attacks on September 11 and natural disasters
such as Hurricane Katrina or the 2004 tsunami have introduced the more common
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possibility of disaster relief workers dealing with client traumas as well as personal
traumas due to witnessing the aftermath of the disasters. Thus, Figley’s (1995a) theory
could potentially be extended to distress resulting from past as well as in-the-moment
traumas on the worker while dealing with traumatized clients. Empirical examination of
this postulation has resulted in both corroboration of his theory as well as evidence the
theory may not be true.
Ortlepp and Friedman (2002) discovered that prior trauma did not impact
symptoms of CF. Rather, exposure to both work and non-work trauma was not related to
CF, nor was counseling in an incident where death or serious injury had occurred. Wee
and Meyers (2002) substantiated this when they discovered that there was no difference
between disaster response workers in the Oklahoma City bombing who directly
experienced the blast versus those who did not. Contrary to this evidence, however, they
also discovered that workers who were fearful about the safety of someone they knew
reported significantly more intense stress reactions to trauma clients than workers who
were not fearful ( Wee & Meyers, 2002). This indicates that perhaps the continuing fear
of the unknown has more negative impact on workers fhan the direct experience of the
trauma.
Levels of education and career status have also been implicated as potential
factors in the development of CF. Rudolph, Stamm, and Stamm (1997) discovered that
Masters level clinicians were at a significantly higher risk for developing CF than those
with Bachelors degrees or Doctorates. Conversely, Lyndall and Bicknell (2001) found no
significant difference between clinicians with a Masters degree versus Bachelors degree.
A worker’s career status also impacts CF. Social workers experienced more symptoms
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than psychologists in one study (Lyndall & Bicknell, 2001), and those in administrative
positions experienced more symptoms than other workers in a different study (Wee &
Meyers, 2002). Also, case managers in Meldrum, King, and Spooner’s 2002 study that
worked in rural areas were significantly more likely to develop CF than metropolitan
workers. The authors propose that greater resources and sources of support for
metropolitan workers may have a moderating effect on the development of CF.
Other risk factors associated with CF have also been studied. Ortlepp and
Friedman (2002) found that counselors who believed they did not have the skills to be an
effective trauma counselor reported more symptoms than those who believed in
themselves. Further, the less counselors believed in the trauma program coordination
strategies, the more likely it was that they developed CF (Ortlepp & Friedman, 2002).
These results imply that a therapist’s self-efficacy as well as the efficacy of the
coordinated trauma response are factors that may help safeguard against CF.
Vicarious Trauma
VT has also had numerous studies devoted to attaining a deeper understanding of
this construct. Unlike CF, prevalence rates have not been a focus within these studies
(Adams, Matto, & Harrington, 2001; Brady, Guy, Poelstra, & Brokaw, 1999;
Cunningham, 2003; Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995), though the
information would be helpful in making comparisons between CF and VT. Rather,
researchers have focused on factors associated with VT, such as amount of time with
clients, number of clients, personal history of abuse, level of supervision, and differences
in the schemas affected by VT.
The amount of time spent with clients and number of traumatized clients in a
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therapist’s caseload have been found to have varying effects on the development of VT.
Brady, Guy, Poelstra, and Brokaw (1999) studied 446 women psychotherapists who work
with sexual abuse survivors. They discovered that while greater trauma symptoms were
related to a high number of survivors in one’s caseload, psychotherapists with greater
exposure to sexual abuse clients did not have significantly higher levels of disrupted
schemas related to VT. Further, the number of sexually abused children in a
psychotherapist’s caseload did not affect the development of VT in this sample. The
authors suggest that use of peer support and an emotionally supportive work environment
that uses appropriate supervision for trauma cases could be helpful in preventing the
exacerbation of VT (Brady et al., 1999). This suggestion for social support, which is not
supported by empirical research, illustrates a gap in the literature.
Conversely, a study examining the effects of VT and PTSD symptoms in female
psychologists and rape crisis counselors found that symptoms were significantly higher
with greater percentage of survivors on the therapists’ caseloads (Schauben & Frazier,
1995). Cunningham (2003) also discovered a difference between therapists who work
mainly with survivors of cancer versus survivors of sexual abuse. Specifically, clinicians
who worked with victims of sexual abuse experienced significantly greater levels of VT
than those who worked with cancer survivors. The authors postulate that human-induced
trauma may be more traumatic for a therapist due to the knowledge that another person’s
cruelty caused distress in the client (Cunningham, 2003), and the current study attempts
to replicate these results. The author suggests without empirical support that use of social
support may help to alleviate the effects of VT on a therapist.
A therapist’s personal history of abuse has also been examined as a potential
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factor related to VT, with mixed results. Schauben and Frazier (1995) discovered that
although 70% of participants had a history of past direct trauma, prior victimization did
not affect symptoms. Adams, Matto, and Harrington (2001) had similar results in their
study of 185 therapists with a Masters in Social Work. They discovered that a history of
personal trauma was not significantly related to the development of VT.
Contrarily, other studies found that VT is associated with prior personal trauma.
Pearlman and Mac Ian (1995) examined self-identified trauma therapists and concluded
that those with a history of trauma had more significantly disrupted schemas than those
without that history. They also discovered that therapists with a personal trauma history
were more likely to be negatively affected by the amount of time working with
traumatized clients, and the number of clients on their caseload. Thus, they concluded
that trauma history seemed to make therapists more vulnerable to adverse affects of
trauma counseling. These findings are corroborated by Cunningham (2003), in which
trauma therapists were either working with survivors of sexual abuse or cancer. It was
discovered that therapists with a personal history of abuse were more likely to develop
cognitive disruptions associated with VT. Interestingly, therapists with a personal history
of sexual abuse were more likely to work with survivors of sexual abuse than with cancer
survivors. These findings suggested therapists who worked with clients that have had
traumatic experiences similar to their own may become distressed. The authors deemed
this potential relationship worthy of future exploration (Cunningham, 2003).
Changes in cognitive schema, including safety, trust, esteem, intimacy, and
control of self and others are a hallmark of VT. A number of studies have explored
potential schema disruptions in trauma therapists with varying results. Pearlman and
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Mac Ian (1995) found that trauma therapists had little disruption overall to their cognitive
schemas. Intrusive imagery of traumatic client material was examined by Adams, Matto,
and Harrington (2001), and they discovered that intrusiveness did not relate to the
development of VT. Cunningham (2003), on the other hand, tested a number of potential
schema disruptions within her sample of therapists working with either cancer or sexual
abuse victims. She discovered no significant correlation between number of sexually
abused clients in a therapist’s caseload and changes to self- and other-safety, other-trust,
and other-esteem. Further, therapists working with cancer patients actually had high,
undisrupted levels of self- and other-safety. Cunningham (2003) suggested two
explanations for these results. First, participants in the study may have been resilient to a
trauma such as cancer due to its organic cause. Second, VT may not adequately capture
effects of working continuously with survivors of serious illness. Thus, it is necessary to
further explore factors associated with VT.
General Secondary Trauma
Although the aforementioned research was specific in using either a measure for
CF or a measure for VT, there are also a number of articles dealing with secondary
trauma that do not use either measure. Some of these studies focused on CF in the
literature reviews, and typically used a measure that examined PTSD symptom level in
participants (Lev-Wiesel & Amir, 2001; Meyers & Comille, 2002). Eidelson, D’Alessio,
and Eidelson (2003) created their own survey to study therapists who worked during the
relief efforts of September 11, 2001, and used a broad definition of VT as their focus.
Still other studies do not specify one construct or the other, and instead define both CF
and VT in the literature review. These studies explain their results using the ambiguous
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term “secondary trauma” which could apply to either construct (Follette, Polusny, &
Milbeck, 1997; Nelson & Wampler, 2000). Overall, studies that do not use measures
specific to CF or VT create a difficulty in clearly differentiating between the two
constructs. Nonetheless, the data collected by the studies are important contributions to
the understanding of secondary trauma in general.
Duration of exposure to traumatic material, length of time working with trauma
victims, and number of victims in a worker’s caseload have all been important aspects of
research for secondary traumatization, and research holds mixed results. A study
performed by Meyers and Cornille (2002) examined the impact of traumatic material on
Child Protective Service (CPS) workers. Results were based on the CF model of
secondary trauma, and the study determined that more severe symptoms of CF result
when workers were exposed to longer durations of traumatic material. Further, CPS
employees who worked 40 or more hours a week experienced more anger, depressed
mood, suspiciousness, delusional thoughts, irritability, exaggerated startle response,
nightmares, trouble concentrating, and intrusive thoughts than those who worked fewer
hours per week (Meyers & Cornille, 2002).
Meyers and Cornille (2002) also found that CPS workers employed more than one
year experienced more symptoms of anxiety than workers employed less than one year,
and workers employed five or more years tended to have more obsessive-compulsive
symptoms than those employed less than five years. While these results indicate that
longer duration in the career is correlated with more symptoms, Eidelson, D’Alessio and
Eidelson (2003) discovered the opposite reaction in therapists who were disaster relief
workers in the aftermath of September 11, 2001. Workers in their study with more years
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of professional experience reported less increased work stress and feelings of
unpreparedness than those with less experience.
The number of clients who have been traumatized has also been examined as
moderators of secondary trauma in therapists in the non-specific studies. Follette,
Polusny, and Milbeck (1994) examined differences between mental health and law
enforcement professionals who worked with child sexual abuse survivors. The authors
discovered that the number of sexually abused clients in a therapist’s caseload was not
predictive of trauma symptoms in the therapist. Eidelson, D’Alessio, and Eidelson
(2003) had similar results with disaster relief workers. The authors hypothesized that
disaster workers experienced less cumulative impact of heavy caseloads of clients who
retell their traumatic experiences, so they were less affected by secondary trauma than the
authors assumed. Although not directly studied, the authors also believed that social
support might have mitigated secondary trauma in therapists who worked in New York in
the aftermath of 9/11 because of the public’s united display of resilience during that time.
The impact of personal trauma on those who work with traumatized populations
has been a popular topic of research in non-specific studies as well. As with previously
mentioned research on this topic, however, results are variable. For example, one study
found that those who experienced trauma prior to working with CPS experienced more
somatic symptoms, irritability, depression, isolation, and distress than those who had not
experienced trauma (Meyers & Comille, 2002). Further, threats of death and threats to
physical well-being were significantly con-elated with secondary trauma, and witnessing
the death of another was associated with nightmares, intrusive thoughts and images,
anger, fear of loss of autonomy, delusions, and projective thoughts on the part of the
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therapist. Meyers and Comille (2002), like other researchers, advised without empirical
support that peer groups in which the therapist can participate in group discussion,
provide support, and exchange information may be effective at minimizing the severity of
secondary trauma symptoms. Another study found that while personal history of trauma
was a predictive factor in law enforcement officers’ secondary trauma reactions, it was
not predictive for mental health professionals (Follette, Polusny, & Milbeck, 1994). The
authors believe that the difference may have been due to therapeutic support sought by
the professionals. Specifically, over half of the mental health practitioners in the study
had attended personal therapy, while only 15.6% of law enforcement professionals had
(Follette, Polusny, & Milbeck, 1994).
Research also suggests that individuals in intimate relationships with those who
have experienced past trauma may be secondarily impacted. One study examined 161
heterosexual couples in which one, both, or neither of the dyad had experienced
childhood physical or sexual abuse (Nelson & Wampler, 2000). The researchers
discovered that when at least one partner reported a history of abuse, both partners
experienced greater symptoms of personal stress; therefore, the non-abused partner was
indirectly and significantly affected by the abused partner’s experience. These couples
were shown to have lower relationship satisfaction, lower adjustment to the relationship,
and lower cohesion than couples in which neither partner had been abused. Similar
results were reported in Lev-Wiesel and Amir’s (2001) study on spouses of holocaust
survivors. Approximately one-third of spouses suffered from secondary trauma, and the
development of secondary trauma was significantly associated with the level of the
survivor’s PTSD and expression of distress. Interestingly, results also indicated that
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whether the survivor had shared his story or not, the spouses whose partners suffered
from PTSD reported significantly lower marital quality than spouses whose partners did
not suffer from PTSD. The authors speculated that prolonged exposure to PTSD
symptomology of the primary victim of the holocaust caused the spouse to feel
responsibility for the suffering partner. Thus, the secondary victim also suffered and
should have received support (Lev-Wiesel & Amir, 2001).
Meyers and Comille (2002) discovered gender differences in their study of CPS
workers. They found that women reported more symptoms of anger, irritability,
jumpiness, exaggerated startle response, and trouble concentrating than men.
Furthermore, women experienced more cardiovascular problems, respiratory problems,
and muscular pain and discomfort than men. The results of another study partially
corroborated these findings due to the discovery that women who worked as disaster
relief therapists experienced more feelings of fearfulness than men (Eidelson, D’Alessio
& Eidelson, 2003).
Summary o f Empirical Support
In sum, empirical studies on CF, VT, and secondary trauma have focused on
different aspects of research, and have found mixed results. While a main focus of CF
research was on prevalence rates in mental health professionals, VT and general
secondary trauma studies did not focus on this issue. Social support was rarely studied in
research pertaining to CF or VT. However, many studies suggested that social support is
needed for those afflicted with secondary trauma, including peer support, a respectful and
emotionally supportive workplace, group discussion, and exchange of information (Brady
et. al., 1994; Cornille & Meyers, 2002; Cunningham, 2003). Although one study
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determined that lower perceived social support resulted in more VT disturbance (Adams,
Matto, & Harrington, 2001), research has not examined the impact of social support on
both CF and VT. All studies reported on some kind of factor associated with the
development of the constructs, however, including amount of time spent with survivors,
personal history of trauma, level of education, belief in skill as a therapist, changes in
schema, gender differences, and impact on significant others. Although it is not clear why
results vary, variations may be due to differences in sample population, sample size, and
research question. Nonetheless, results can point to possible preventative measures based
on the factors shown to have some impact.
Measurement Issues
One difficulty exists in the literature’s lack of consistency regarding the terms
compassion fatigue, secondary traumatic stress, and vicarious trauma. Some studies
focus on either the impact of CF (Lyndell & Bicknell, 2001; Meldrum, King, & Spooner,
2002; Ortlepp & Friedman, 2002; Rudolph, Stamm, & Stamm, 1997; Wee & Meyers,
2002) or VT (Adams, Matto, & Harrington, 2001; Brady, Guy, Poelstra, & Brokaw,
1999; Cunningham, 2003; Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995;) by
using measures specifically designed for the separate constructs. However, studies have
also used measures that can examine aspects of secondary trauma, but the measures do
not directly support one construct or the other (Eidelson, D’Alessio & Eidelson, 2003;
Follette, Polusny, & Milbeck, 1994; Lev-Wiesel & Amir, 2001; Meyers & Cornille,
2002; Nelson & Wampler, 2000). The authors in some studies seemed to identify
secondary trauma as both CF and VT without clearly explaining either construct
(Follette, Polusny, & Milbeck, 1994; Nelson & Wampler, 2000), while others distinctly
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lean toward the CF model (Lev-Wiesel & Amir, 2001; Meyers & Comille, 2002) or the
VT model (Eidelson, D’Alessio, & Eidelson, 2003). It is apparent that more empirical
research needs to be done to rectify these discrepancies.
Chapter Summary
More than half of the American population will experience an event that could be
considered a traumatic at some time in their lives (Norris, 1992), and victims who do not
effectively deal with their reactions are in danger of developing Post Traumatic Stress
Disorder. Because PTSD is one of the most common psychological disorders in the
United States (Kessler et al., 1995), it is logical to conclude that many people with a
history of trauma will seek aid and support from mental health professionals.
Trauma therapists witness the client’s trauma by hearing vivid descriptions of the
traumatic material, and becoming empathetically engaged with the client. CF and VT are
similar constructs that explain the psychological impact therapists may experience when
working with traumatized clients (Figley, 1995a; Pearlman & Saakvitne, 1995a). While
these are theorized to be an inevitable hazard of being a trauma therapist, both CF and
VT can negatively impact quality of life and quality of work in those it afflicts.
Although CF and VT have similar roots, there are differences between the
constructs as well. Compassion fatigue develops when the stress a therapist feels due to
witnessing traumatic material from clients becomes overwhelming (Figley, 1995a). It is
a state of biological, psychological, and social exhaustion that parallels symptoms of
PTSD. It appears suddenly and with little warning, and extends beyond therapeutic
settings into personal life. VT, on the other hand, is considered a negative transformation
in a therapist’s own inner experience (Pearlman & Saakvitne, 1995a). Rather than solely
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experiencing symptoms parallel to PTSD, victims of VT may experience changes in their
perception of personal ir entity, world view, and spirituality. Emotional balance is
diminished, and the victim’s ability to make self-protective judgments falters. The
victim’s psychological needs can also be disrupted, leading to a loss of security, trust,
esteem, intimacy, and control. Finally, the victim may experience intrusive imagery or
bodily sensations that are associated with a client’s experience. Pearlman and Saakvitne
(1995b) explain that other factors contribute to the development of VT, such as having
clients who experienced a trauma that is taboo in society, such as incest, or who continue
to be in danger of repeatedly experiencing the trauma they endured, and working in an
environment in which victims are blamed.
Although CF and VT are similar to countertransference and burnout, there are
also differences. Countertransference can be defined as the therapist’s reaction to
transference from a client, or the therapist’s own transference (Kottler, 1993). While
countertransference can be considered an aspect of CF and VT, they are not limited to it
(Figley, 1995a; Pearlman & Saakvitne, 1995a). Figley (1995a) and Pearlman and
Saakvitne (1995a) note that CF and VT only occur as responses to a trauma, and both
extend beyond work boundaries, unlike countertransference. Pearlman and Saakvitne
(1995a) also theorize that VT and countertransference interact with each other, in that
development of one can lead to development of the other. Burnout is also a similar
construct to both CF and VT, and can be defined as a state of fatigue or frustration caused
by failure of work to meet a person’s expectations (Freudenberger, 1975). CF and VT
differ from this construct in that they are related to the trauma of others rather than to the
job itself (Figley 1995a; Pearlman & Saakvitne, 1995a). Further, CF occurs suddenly and
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with little warning (Figley, 1995a) while burnout occurs over an extended period of time
(Maslach, 1982).
An interesting gap in the literature exists surrounding the effectiveness of social
support in mediating the effects of se r, iary trauma in therapists. While theorists and
researchers alike promote social suppon as a helpful means of coping with, preventing, or
treating secondary trauma (Brady et al., 1994; Comille & Meyers, 2002; Cunningham,
2003; Figley, 1995a), only one study has shown empirical support for such a claim on the
lessening of cognitive disturbances associated with VT (Adams, Matto, & Harrington,
2001). It is clear that research should be done on examining the effect of social support
on both CF and VT in order to support or deny the claims of its efficacy.
Overall, research that has focused on CF and VT has been variable. Research
related to CF has focused on prevalence rates, finding a range from 10 - 50% of
participants having a high to extremely high risk of developing CF (Ortlepp & Friedman,
2002; Wee & Meyers, 2002). It is not clear why prevalence rates have not been
examined in research related to VT, though prevalence rates would be helpful in
understanding any overlap or differences between CF and VT in this realm. Factors
associated to CF and VT have also been examined, including amount of time spent with
survivors, personal history of trauma, level of education, belief in skill as a therapist,
changes in schema, gender differences, and impact on significant others. There were
many studies examining the impact of either CF, VT or secondary trauma in general.
Interestingly, however, there was only one study that measured both CF and VT (Jenkins
& Baird, 2002), and it was a validational study examining the concurrent and
discriminant validity of a measure of VT and a measure of CF. If more research were
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done on examining these constructs together, we would have a better understanding of
ways in which CF and VT interact. This could lead to more effective training,
prevention, and treatment programs and reduce the impact of secondary trauma, allowing
trauma therapists to lead healthy lives and effectively work with survivors.
Purpose and Rationale for Study
Counselors and psychologists who work with clients can regularly come into
contact with emotionally distraught and traumatized individuals, and theory and research
alike suggest that this contact may place the therapist at risk for developing secondary
trauma symptoms. Currently, there are a number of gaps in the literature that, if filled,
would contribute to the understanding of CF and VT. Specifically, this study explores
CF as measured by the Provider Quality of Life: Compassion Satisfaction and Fatigue
Scale-R III, Compassion Fatigue Subscale (ProQOL-R-III; Stamm, 2003), and VT as
measured by the Trauma and Attachment Belief Scale (TABS; Pearlman, 2003). The
purpose of this study is to provide those gaps with empirical data that will be helpful in
filling in the missing pieces.
The first disparity examined was whether therapists were more susceptible to the
effects of secondary trauma if they were exposed to clients who had experienced trauma
caused by natural events versus trauma caused by unnatural, or human-induced, events.
The type of trauma sustained by clients has been implicated in CF and VT with mixed
results, with independent studies arriving at different conclusions. It was expected that
this study would also find these discrepancies; thus, it is theorized that there will be
measurable differences between individuals who report not working with trauma clients,
who report working an equal amount of time with clients traumatized by natural and
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unnatural events, who report spending more time working with clients traumatized by
natural events, and who report spending more time working with clients traumatized by
unnatural events.
The DSM-IV-TR states that PTSD symptoms may be especially severe or long
lasting when the traumatic stressor is of “human design,” such as torture, rape, and abuse
(APA, 2000). It is logical to conclude that those who suffer from CF and VT may have
more severe symptoms when they are exposed to trauma that the survivor endured due to
human intent as well. This idea is corroborated by Cunningham (2003) and Jenkins and
Baird (2002), who postulated that human-induced trauma may be more traumatic for a
therapist due to the knowledge that another person’s cruelty caused distress in the client.
Further, in a meta-analysis performed by Ozer et al. (2003), “the traumatic event was
more strongly associated with PTSD when the traumatic experience was noncombat
interpersonal violence than when the traumatic experience was an accident” (p. 61). Due
to the parallel nature of PTSD with secondary trauma, it was logical to conclude that the
current study would find similar results. Thus, it was expected that therapists working
with survivors of human-made traumas would have significantly higher levels of both
CF, as measured by the ProQOL-R-III, and VT, as measured by the TABS, than
therapists working with survivors of natural traumas.
The second gap exists due to theorists and researchers giving credit to social
support as a viable means of mediating secondary trauma while actual empirical research
on the efficacy of social support was lacking. Thus, the relationship between perceived
social support, as measured by the Personal Resource Questionnaire 85 (PRQ85; Brandt
& Weinert, 1987), and the constructs of CF and VT will be assessed.
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Third, Jenkins and Baird (2002) discovered that the previous versions of the
ProQOL-R-III (the CFST; Figley, 1995b) and the TABS (the TSI Belief Scale; Pearlman,
1996) had a moderate positive correlation; however, no research has been done to
examine the relationship between updated versions of the measures. Due to Jenkins and
Baird’s (2002) results, it was hypothesized that the most current versions of these
measures, the TABS and the ProQOL-R-III, would also have moderate positive
correlation.
Finally, while Figley (1995; 2002) theorized that his model of CF included
symptoms parallel to the DSM-IV-TR (APA, 2000) diagnosis of Post-Traumatic Stress
Disorder, this hypothesis had not yet been explored. Thus, the present study
hypothesized that the CF subscale of the ProQOL-R-III should have a strong positive
correlation to PTSD symptomology as measured by the PTSD Checklist Civilian
Version-M (PCL-M; Weathers et al., 1994) and Trauma History Questionnaire (THQ;
Green, 1995).
Based on this rationale, the following hypotheses were drawn:
1.

a. There would be significantly different scores between the groups of
individuals who spend equal time between natural and unnatural trauma
clients, individuals who spend more time with natural trauma clients,
individuals who spend more time with unnatural trauma clients, and
individuals who spend no time with trauma clients on the CF measure
(ProQOL-R-III), and on the VT measure (TABS),
b.

Individuals who spend more time with victims of unnatural trauma

will experience more symptoms of CF as measured by the ProQOL-R52

Ill, and more cognitive disruptions associated with VT as measured by
the TABS than all other groups.
2.

Higher perceived levels of social support as measured by the PRQ-85
will predict fewer symptoms of CF as measured by the ProQOL-R-III,
and fewer cognitive disruptions associated with VT as measured by the
TABS than lower levels of perceived social support.

3.

The Compassion Fatigue Subscale of the ProQOL-R-III will have a
moderate positive correlation with the TABS.

4.

The Compassion Fatigue Subscale of the ProQOL-R-III will have a
strong correlation with the PCL-M and TFIQ.
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CHAPTER II
METHODS
Participants
Approximately 700 therapists were invited to participate in this study via the
Internet. A 17.8% response rate was obtained, with 125 participants taking part in the
survey. Members of organizations dealing with trauma were the target population, with
no geographical area restrictions. Target organizations dealing with trauma due to human
intent included, but were not limited to, the National Coalition of Domestic Violence, the
Safer Society Foundation, Inc., and the National Consortium for Torture Treatment
Programs. Target organizations dealing with trauma due to natural causes included, but
were not limited to, the Association of Oncology Social Work, the Association for Death
Education and Counseling, the American Psychosocial Oncology Society, and Green
Cross.
The demographic characteristics of the research participants are presented in
Table 4. Of the participants who responded (N = 125), 76.8% were women (n = 96) and
20% were men (n - 25) with 3.2% not indicating gender. The age range of the 122
participants that revealed their age was 21 years to 6 6 years, with a mean age of 43 years
old. Caucasian ethnicity accounted for 8 8 % (n = 110) of the sample, with Hispanic
American, African American, and Asian American/Pacific Islander accounting for 7.2%
(n = 9) of the sample. Five participants did not specify ethnicity while one participant
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Table 4
Demographic Characteristics of Participants
Frequency
Gender
Male
Female
Unknown
Ethnicity
Caucasian/Euro-American
African American
Asian American/Pacific Islander
Latino(a)/Hispanic American
Other
Highest Education
Bachelor’s Degree
Master’s Degree
Doctoral Degree
Unknown
Work Setting
University Counseling Center
Community Mental Health
Private Hospital
Public Hospital
Private Practice
Academic Setting
Other

25
96
4

Percent
2 0 .0

76.8
3.2
8 8 .0

110

1
5
3
1

0.8

4.0
2.4
0.8

9.6
52.0
33.6
4.8

12

65
42
6

33.6

42
16

12.8

4.8
4.8
47.6
2.4
25.6

6
6

47
3
32

described herself as an international student from Asia.
Individuals who work as a therapist with Bachelor’s level education cr higher
were invited to take part in the study. Of the 119 participants that indicated their highest
level of education, 9.6% (n = 12) earned a Bachelor’s Degree, 52% (n = 65) earned a
Master’s Degree, and 33.6% (n - 42) earned a Doctoral Degree. The number of years
that participants have worked as a therapist ranged from less than 1 year to 40 years, with
a mean of 12 years (SD = 12.720). Participants work in a variety of settings, including
university counseling centers, community mental health agencies, private and public
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hospitals, private practice, academic settings, and other work settings. Levels of
satisfaction were also ascertained and are outlined in Table 5, with questions such as
“how satisfied are you with your career?” “how satisfied are you with your professional
social support?” and “how satisfied are you with personal social support?”
Table 5
Participants’ Satisfaction on Three Levels_______________ ________
Satisfaction With
Satisfaction With
Career
Professional
Social Support
Frequency %
Frequency %
Very satisfied
Satisfied
Somewhat satisfied
Neutral
Somewhat dissatisfied
Dissatisfied
Very Dissatisfied

56
46

44.8
36.8

11

8.8

36
43
14

2

1.6

6

0

0.0

12

2

1.6

11

2

1.6

3

_____________
Satisfaction With
Personal Social
Support
Frequency %

28.8
34.4

58
37

11.2

21

4.8
9.6

46.4
29.6
16.8

2

1.6

5

4.0

8.8

2

1.6

2.4

0

0.0

Measures
Demographic Questionnaire
The demographic questionnaire assessed the age, gender, ethnicity, level of
education, number of years working as a therapist, work setting, satisfaction in career,
hours per month working with trauma surv ivors, satisfaction with professional social
support, and satisfaction with personal social support. It also requested an estimation of
the therapist’s percentage of time working with clients traumatized by others, clients
traumatized by unnatural death of a loved one, clients traumatized by combat, clients
traumatized by natural disaster, clients traumatized by a life-threatening illness of self or
loved one, and clients traumatized by the natural death of a loved one. This information
was used to describe the sample of the present study, and can be found in the Appendix.
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Provider Quality o f Life: Compassion Satisfaction and Fatigue Scale-RlII
The Provider Quality of Life: Compassion Satisfaction and Fatigue Scale RIII
(ProQOL-R-III; Stamm, 2002) is a 30-item Likert-type questionnaire with responses
ranging from Never (0), to Very Often (5). The development of this scale was based on a
previous version (CFST; Figley, 1995), and the scale is divided into three subscales. The
first subscale is Compassion Satisfaction, which measures the amount of pleasure one
derives from being able to do one’s work well. The second subscale is Burnout, which
measures feelings of hopelessness and difficulties in dealing with work or in doing one’s
job effectively. The third subscale is Compassion Fatigue/Secondary Trauma, which
assesses the amount of exposure one has to traumatic events due to his or her work as
well as potential symptoms of Compassion Fatigue. Each subscale is made up of 10
items on the questionnaire, and responses are summed to provide subscale scores.
Stamm (2005) reports reliability for the subscales as follows: Compassion Satisfaction
alpha = .87; Burnout alpha = .72; and Compassion Fatigue alpha = .80. A pilot study
examining the reliability of the ProQOL-R-III was performed, and alphas of .912, .656,
and .827 were found, respectively. This study only made use of the Compassion Fatigue
subscale (a = .70), The average score on this subscale is 13, and a score of 17 or higher
indicates a potential problem with symptoms of Compassion Fatigue.
Trauma and Attachment Belief Scale
The Trauma and Attachment Belief Scale (TABS; Pearlman, 2003) is a measure
of VT based upon constructivist self-development theory. This 80-item, 6 -point Likert
scale

(1

= disagree strongly,

6

= agree strongly) instrument measures cognitive
57

disruptions about self and others in five schemes/beliefs (safety, trust, esteem, intimacy,
and control), resulting in ten subscales. A total score is calculated from the sum of all
responses, and scores range from 84 to 504. Higher scores indicate greater disruption in
the respondent’s worldview, and scores equal to or greater than 231 indicate a ‘very high’
to ‘extremely high’ disruption. Reported Cronbach’s alpha for the subscales range from
.77 (other-control) to .91 (self-esteem), and the alpha for the total score is .98 f P ^ in a n ,
2003). This study made use of the total score, which yielded an alpha of .8 6 . Validity
has been established with four criterion groups (N = 807) including mental health
professionals, students, outpatient clients, and chronic patients. Groups exposed to
higher levels of trauma reported greater cognitive disruption.
PTSD Checklist Civilian Version-M
The PTSD Checklist Civilian Version-M (PCL-M, Weathers et al., 1994) is a 17item measure that assesses symptoms on a 5-point scale (1 = not at all, 5 = extremely).
The instalment parallels diagnostic criteria B, C, and D for PTSD as delineated in the
DSM-IV (APA, 1994). Scoring results in a total score (a = .94) and three subscales:
Hyperarousal (a = .87), Re-experiencing symptoms (a = .85), and avoidance (a = .85)
(Ruggiero, Ben, Scotti & Rabalais, 2003). The total score was used in this study
(a = .90). Weathers and colleagues (1993) suggested a cutoff method in which a total
score of 50 or more merits a PTSD diagnosis.
Personal Resource Questionnaire 85
The Personal Resource Questionnaire 85 (PRQ85; Brandt & Weinert, 1987)
contains two subscales that can be used independently of one another. The first subscale
includes 10 life situations in which one may need assistance. It is designed to obtain
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information about an individual’s resources and satisfaction of these resources. This
subscale is not numerically scored and is thus not used in the current study. The second
subscale was used for this study, and is not dependent on the first subpart. It contains 25
items based on Weiss’s (1974) five dimensions of intimacy, assistance, social integration,
affirmation of worth, and nurturance. Participants’ perception of social support is
measured with a seven point Likert-type scale. Scores range from 25-175, with higher
scores indicating higher levels of perceived social support. No cutoff scores are noted.
Internal consistency is reported to be .90. This sample yielded an alpha of .71. The
PRQ85 has good convergent validity with five other social support measures.
Trauma History Questionnaire
The Trauma History Questionnaire (TIIQ; Green, 1995) obtains a self-report
history of traumatic incidents that occurred over a lifetime. Twenty-three items measure
three categories of trauma, including crime-related trauma (e.g., robbery), general
disaster and trauma (e.g., car accident), and unwanted physical and sexual experiences
(e.g., rape). Participants indicate whether or not they had experienced various types of
trauma on a yes/no questionnaire. The THQ is based on the high-magnitude stressor
interview from DSM-IV PTSD field trials (Kilpatrick et al., 1998), and has been used
with several clinical and nonclinical samples. It has good test-retest reliability over a
several-week period (r = .60 to

1.00

for individual, personally experienced events), as

well as over a two- to three-month period, with inter-item correlations ranging from .47
to 1.00, with a mean of .70 (Green, 1995). The alpha for this sample was .76.
Procedures
Prior to participant recruitment, all measures were entered into a psychological
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data management website called Psychdata. Participants were recruited through
professional organization lists of current members. An e-mail was sent to potential
participants that included an introduction to the research and an invitation to participate.
A web-link was attached to the e-mail, and participants who wish to participate clicked
on the link to be directed to the data collection website.
Due to the impracticality of obtaining a signed consent form for online research, a
signature waiver of documentation was used. Once the participant was linked to the test
website, Informed Consent text was displayed and the following statement was included:
“If you have read and understand the above statements, please click on the ‘Continue’
button below to indicate your consent to participate in the study.” A new webpage then
popped up, on which were the demographic questionnaire and assessments. Participants
then answered questions by clicking on a desired response, or by typing in an answer
fe.g., numeric age). Once the participant completed the survey, he or she was instructed
to click the “Submit” button, at which time the responses were encrypted and remained
so until they entered the Psychdata database for confidentiality purposes. Participants
were ther. given the opportunity to voluntarily e-mail the researcher at her personal email address to indicate that they had completed the study and to sign up for a raffle
consisting of three e-certificates worth $50 each from Amazon.com. The three
participants who won one gift certificate each were selected via a random number
calculator, and were e-mailed their prizes after data collection had ended.
Once research data was stored on the Psychdata server, it was held in an isolated
database that could only be accessed by a researcher with the correct username and
password. Each participant’s data was automatically assigned a respondent ID number.
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which allowed an individual’s surveys to be linked anonymously. The researcher had full
control over the data in the Psychdata database, and downloaded the data into the
Statistical Package for the Social Sciences (SPSS). The data was then saved on the
researcher’s personal disk, which will be saved for a minimum of three years in a locked
filing cabinet in the office of the Counseling Department at the University of North
Dakota. The disk will be destroyed after three years. Data within the Psychdata database
was fully and irretrievably erased 14 days after the completion of the survey.
Data Analysis
All data analyses were computed utilizing the SPSS 13.0 software package for
Windows. The analyses used in this study consisted of descriptive, hypothesis testing,
and post-hoc procedures. Measures of central tendency, variation, frequency, and
percentages were used to illustrate the age, gender, ethnicity, number of years as a
therapist, highest education, and work setting, as well as satisfaction with career,
professional social support, and personal social support.
Hypothesis Testing Analysis
Hypothesis I
Two Analyses of Variance (ANOVAs) were computed to test the hypothesis there
would be a significant differences on the TABS and ProQOL-R-III between therapists
who do not work with trauma victims, spend equal time with victims of trauma due to
natural and unnatural events, and spend more time with either unnatural or natural trauma
victims. Further, the ANOVAs determined whether therapists working with victims of
trauma due to unnatural events would experience more symptoms of CF as measured by
the ProQOL-R'III, and more cognitive disruptions associated with VT as measured by
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the TABS than therapists working with victims of trauma due to natural events.
Hypothesis 2
Two linear regressions were computed to test the hypothesis that the perception of
more social support would predict fewer symptoms of CF as measured by the ProQOLR-III and less cognitive disruptions associated with VT as measured by the TABS.
Hypothesis 3
Pearson’s correlation coefficient was computed to test the hypothesis that the
Compassion Fatigue subscale of the ProQOL-R-III would have a moderate positive
correlation with the TABS.
Hypothesis 4
A Pearson’s correlation coefficient and Spearman’s Rho were computed to test
the hypothesis that the Compassion Fatigue subscale of the ProQOL-R-III would have a
strong correlation with the PCL-M and the THQ. Spearman’s Rho was used because of
the dichotomous (yes/no) nature of the THQ.
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C H A P T E R III

RESULTS
This chapter begins with the preliminary analyses performed to prepare the data
for hypothesis testing and determine whether answers obtained in the demographic
questionnaire could confound further analyses. The chapter concludes with the report of
four hypotheses, statistical procedures, and results based upon the empirical data of the
study.
Preliminary Analyses
Preliminary analyses were performed in this study to describe data, prepare data
for hypothesis testing and explore the possibility of confounding variables. First, means,
standard deviations, and percentages were found to describe the number of participants
who met the cutoff points for potential problems with CF as measured by the ProQOL-RIII, and/or ‘very high’ to ‘extremely high’ cognitive disruptions associated with VT as
measured by the TABS. The results of this analysis can be found in Table 6 . Hypothesis
1 required an ANO VA of the TABS with trauma type as well as the CF subscale of the
ProQOL-R-III with trauma type. Initial trauma type was determined by summing the
percent of time spent with clients who had been traumatized by natural events (i.e. natural
disaster, life-threatening illness of self or loved one, or natural death of a loved one) to
create the natural trauma category, and summing the percent of time spent with clients
who are traumatized from unnatural events (i.e. traumatized by others, unnatural death, or
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Table 6
Means and Score Distribution of Total Sample on ProQOl-R-III and TABS
Total
%
M
SD
Low
Moderate/High
ProQOL-R-III
TABS

2 1 .6 8

169.08

5.90

23.8

76.2

42.32

90.3

9.7

combat) to create the unnatural trauma category. After the sums were obtained, the
difference between the two categories was obtained. Four groups were created from the
differences: ‘neither’, ‘equal’, ‘more natural trauma’, and ‘more unnatural trauma’.
Participants who were placed in the ‘neither’ group did not indicate having spent any
percent of time with trauma clients (n = 29). The remaining three groups were
differentiated by a percent difference of 20% or more. Thus, a difference between the
groups of less than 20% placed the participant in the ‘equal’ group (n = 22). Scores that
were at least 2 0 % greater than other groups on natural trauma were placed in the ‘more
natural trauma’ group (n = 13). Likewise, scores that were at least 20% greater than
other groups on unnatural trauma were placed in the ‘more unnatural trauma’ group (n =
29). These four groups were used for the two ANOVAs with the ProQOL-R-III and the
TABS as dependent variables.
ANOVAs and regressions were performed to explore the possibility of
confounding variables for the development of CF and VT. Highest level of education
was explored first, and the ANOVAs performed found no significant effects of level of
education on the ProQOL-R-III (F(2,104) = .038, p > .05) or on the TABS (F(2,92) =
•807, p > .05). Gender was also explored, and the ANOVAS performed also found no
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significant effects of gender on the ProQOL-R-III (F(l,104) = 3.07, p > -05) or on the
TABS (F(l,92) = .82, p > .05). The regressions examined the number of years working,
hours per month working with trauma survivors, current satisfaction with career,
satisfaction with personal social support, and satisfaction with professional social
support, which is summarized in Table 7. The number of years working predicted scores
on the ProQOL-R-III as well as the TABS, indicating that more experience is related to
fewer cognitive disruptions associated with VT, and fewer symptoms of CF. The number
Table 7
Regressions of Demographic Information on the ProQOL-R-III and TABS
F
Total
Adjusted
Increment
R2
Variable
B
t
R2
P
ProQOL-R-III
6.96**
-2.64
.07
.06
-.26
YWAT
-.16

df.s
1,102

1,95

.02

.19

1.85

.04

.03

3.41

HSWC

1.38

.28

2.92

.08

.07

8.55**

1,104

SWPER

.94

.18

1.80

.03

.02

3.25

1,105

SWPRO

.44

.13

1.33

.02

.01

1.77

1,105

8.47*

1,90

.18

1,84

HPMTV

-1.23

-.30

-2.91

TABS
.09

.03

.05

.43

.00

HSWC

12.64

.37

3.81

.14

.13

14.51**

1,93

SWPER

11.91

3.70

3.22

.10

.09

10.38**

1,93

SWPRO

7.05

.30

3.04

.09

.08

9.21**

1,93

YWAT
HPMTV

.08
-.01

Note: YWAT = Years working as therapist; HPMTV = Hours per month with trauma
victims. I-ISWC: How satisfied with career. SWPER: Satisfaction with personal social
support. SWPRO: Satisfaction with professional social support.
*=/?<.05. **=/?<.01
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of hours per month was not a significant predictor of ProQOL-R-III or the TABS scores.
Self-reported satisfaction with current career was a significant predictor for both the
ProQOL-R-III and the TABS, indicating that greater satisfaction with career related to
fewer cognitive disruptions associated with VT, and fewer symptoms of CF. Satisfaction
with personal and professional social support were found to be a predictor for the TABS
and not the ProQOL-R-III, indicating that these social supports result in fewer cognitive
disruptions associate with VT, but not in fewer symptoms of CF.
Results Per Hypotheses
To summarize the relationships between identified variables, a correlation matrix
is provided in Table 8 .
Hypothesis 1
Although there was a good overall return rate, only 64.8% of participants
completed items on the survey pertaining to percent of time spent with clients who
experienced unnatural trauma events, and only 62.4% of participants completed items on
the survey pertaining to percent of time spent with clients who experience natural trauma
events. Because of the lowered response rate, the power of this analysis was greatly
reduced and ranged between .05 and .27. The decreased power should be taken into
consideration in interpreting these results.
Two ANOVAs were performed to examine two sub-hypotheses. First, whether
there would be significant differences on the CF subscale of the ProQOL-R-III and the
TABS between therapists who do not work with trauma victims, spend equal time with
victims of trauma due to natural and unnatural events, and spend more time with either
unnatural or natural trauma victims. Second, whether therapists working with victims of
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Table 8
Correlation Matrix of Variables Identified for Hypothesis Testing

PRQ85
TABS
THQ
PCL-M
ProQOL-R-IH

SWPER

PRQ85

TABS

THQ

PCL-M

ProQOL-R-III

YWAT

HSWC

SWPRO

1

-.57**

.18

-.54**

-.33**

.05

-.24**

- 53**

-.67**

-.07

.72**

.58**

-.30**

27**

.30**

.32**

-.16

-.05

-.15

-.2 1 *

.70**

-.38**

1

-.26**

1

1

1

YWAT

1

HSWC

-.33**

.04

.26**

.29**

2 9

.28**

.13

-.14
1

SWPRO

-.02

.43**
1

SWPER

**

.18
-.09
.11

3 9

**

1

Note: YWAT = Years working as therapist; HPMTV = Hours per month with trauma victims. HSWC: How satisfied with
career. SWPER: Satisfaction with personal social support. SWPRO: Satisfaction with professional social support.
* = /K.05. **=p < . 0 1

*

trauma due to unnatural events would experience more symptoms of CF as measured by
the ProQOL-R-III and more cognitive disruptions associated with VT as measured by the
TABS than therapists working with the victims of trauma due to natural events. Results
of these ANOVAs and planned pairwise comparisons can be found in Table 9.
The first ANOVA examined difference in ProQOL-R-III scores by type of trauma
treated, and revealed no significant influence of trauma type (F(3, 105) = 2.177, g > .05).
Planned pairwise comparisons revealed no significant influence of trauma type between
trauma due to unnatural versus natural events with the ProQOL-R-III as the dependent
variable. The only significant differences between groups occurred between those who
did not indicate working with trauma clients and those who worked more with victims of
trauma due to natural events.
The second ANOVA examined how the TABS would differ based on type of
trauma treated, and revealed no overall significant influence of trauma type (F(3,93) =
2.08, g > .05). Pairwise comparisons revealed no significant influence of trauma type due
to unnatural versus natural events with the TABS as the dependent variable. However,
planned pairwise comparisons indicated that there was a significant difference between
those who work with more natural trauma and those who do not work with trauma
clients, as well as between natural trauma and those who work with equal amounts of
unnatural and unnatural trauma clients. Results of the two ANOVAs indicate that
Hypothesis 1 is partially supported.
Hypothesis 2
Hypothesis 2 posited that higher levels of perceived social support would predict
fewer symptoms of CF as measured by the ProQOL-R-III, and fewer cognitive
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Table 9
Means, Standard Deviations, and Group Differences in Compassion Fatigue Symptoms
and Cognitive Distortions as a Function of Trauma__________________________ ___
Trauma Type
M
3
4
SD
1
2
ProQOL-R-III
1. Neither
20.38
-2 . 2 1
.10
-1.83
-4.05*
2. Equal

20.57

1.21

3. More Unnatural

22.59

.10

4. More Natural

24.43

1.55

_ _

-2 . 0 2

-3.86
-1.84

TABS
1. Neither

160.97

7.73

2. Equal

160.64

8.87

3. More Unnatural

173.35

7.73

4. More Natural

191.92

11.54

.33

-12.38

-30.96*

-12.71

-31.29*
-18.58

* p < .05f
disruptions associated with VT as measured by the TABS than lower levels of perceived
social support. Preliminary analyses revealed that the number of years experience and
self-report satisfaction with career may confound results of a regression analysis
examining the impact of perceived social support on ProQOL-R-III and TABS scores.
Therefore, two stepwise regressions were performed to determine the amount of variance
accounted for by the PRQ-85, number of years experience, and satisfaction with career
when the ProQOL-R-III or TABS were the dependent variable. The results of these
regressions are found in Table 10. The computer analysis entered the PRQ-85 into
Model 1 for both the ProQOL-R-III and the TABS because it accounted for the most both
the variance. Model 2 included PRQ-85 scores as well as years working as a therapist for
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Table 10
Stepwise Regression Predicting ProQOL-R-III and TABS Scores from Percei ed Social
Support
F
Variable
Adjusted
Total
Model Entered
Increment df,s
R2
B
t
R2
P
ProQOL-R-III
1

PRQ-85

-.14

-.32

-3.19**

.10

.09

9.54**

1,85

2

PRQ-85

-.12

-.29

-2.78**

.15

.13

7.46**

1,85

YWAT

-.15

-.23

-

2 . 22 *

TABS
1
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Note: YWAT = Years working as therapist.
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ProQOL-R-III and the TABS. The computer analysis did not include satisfaction with
career in either regression because it did not account for a significant amount of variance.
Overall, results indicated that higher levels of social support predicted fewer cognitive
disruptions as measured by the TABS and fewer symptoms of CF as measured by the
ProQOL-R-III.
Hypothesis 3
Pearson’s correlation coefficient was performed to examine the hypothesis that
the CF subscale of the ProQOL-R-III and the TABS would be moderately correlated.
Results indicated that this hypothesis was supported, with Pearson’s r equal to .56 at p <
.05 (N - 97).
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Hypothesis 4
A Pearson’s correlation coefficient and Spearman’s Rho were performed
toexamine the hypothesis that the CF subscale of the ProQOL-R-III would have
significant high correlations with the THQ and the PCL-M. The ProQOL-R-III and the
THQ were found to not be significantly correlated (Spearman’s Rho = -.07 at p > .05, N
= 96). The ProQOL-R-III and the PCL-M were, however, found to be significantly
correlated (Pearson’s r =

.6 8 6

at p < .05, N = 103).
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C H A P T E R IV

DISCUSSION
This study was initiated in order to determine whether therapists’ time spent with
clients traumatized by various events, or social support were moderating variables in the
development of CF and/or VT. This study also examined the relationship between
measures of CF (ProQOL-R-III) and VT (TABS) as well as between the CF measure and
two PTSD measures. In the beginning section of this chapter, a summary and
interpretation of the results of the four hypotheses are discussed in order. The limitations
of the study are then presented. Finally, the chapter ends with possible clinical, research,
and theoretical implications of this study, followed by a conclusion.
Summary of Findings
Hypothesis 1
Hypothesis 1 was developed to explore whether the type of trauma treated by
therapists is a risk factor for secondary trauma. Two sub-hypotheses were developed to
meet this goal. The results of this hypothesis should be regarded with caution, however.
Many participants chose did not complete items on the survey pertaining to the percent of
time spent with various types of trauma clients; therefore, the power of the analyses was
greatly decreased.
The first sub-hypotheses posited that there would be significant differences
between individuals who spend equal time between natural and unnatural trauma
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clients, spend more natural trauma clients, spend more unnatural trauma clients, and
spend no time with trauma clients based on having more symptoms of CF as measured by
the ProQOL-R-III, and more cognitive disruptions associated with VT as measured by
the TABS. This hypothesis was partially supported. When the ProQOL-R-III was the
dependent variable, there were significant differences between groups who did not
indicate working with trauma clients and those who worked more with victims of trauma
due to natural events. Further, when the TABS was the dependent variable, there were
significant difference between those who work with more natural trauma and those who
do not work with trauma clients, as well as between natural trauma and those who work
with equal amounts of unnatural and unnatural trauma clients. The second subhypothesis further posited that individuals who spent more time with victims of unnatural
trauma would experience more symptoms of CF as measured by the ProQOL-R-III, and
more cognitive disruptions associated with VT as measured by the TABS than those who
spent more time with victims of natural trauma. This hypothesis was not supported by
the results.
These results are interesting, as trauma due to natural events was more closely
associated with CF and VT than other trauma types. The significant difference between
natural trauma and no trauma may be explained by the actual experience of the trauma.
For example, it may be possible that the therapist treating natural trauma victims was also
victim of that trauma, thus experienced more secondary trauma symptoms due to
compounding both primary and secondary trauma. For example, if the therapist was
affected by the recent hurricanes of 2005 that devastated the Gulf Coast Region or other
natural disasters and then also had clients who were affected by those events, secondary
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trauma symptoms may have risen. Thus, therapists who did not have any trauma clients
whatsoever would have significantly fewer symptoms of CF and VT than those who had
to deal with victims who experienced the same trauma.
Further, it is interesting that the difference between those who only work with
natural trauma victims and those who work with equal percentages of unnatural and
natural trauma victims were significantly different only when VT was measured and not
when CF was measured. This poses two issues. The first issue deals with the types of
trauma. Perhaps having equal time with the two types of trauma clients is actually
helpful in the mitigation of VT. When inundated with victims of only natural traumas,
therapists might become bombarded to the point of having their beliefs change nega^vely
about the world around them. This begs the question, however, of why therapists who
work with victims of unnatural traumas did not produce the same results.
The second issue has to do with why VT was influenced by natural trauma while
CF was not. Theoretically, symptoms of CF and VT include cognitive distortions;
however, these distortions ate central to the VT model while they are only peripheral to
the CF model. Thus, if participants were only experiencing the cognitive distortions and
not other aspects of CF, it would make sense that VT was significant while CF was not.
Perhaps change in beliefs is a precursor to the other symptoms of CF that include
physical experiences. If that is the case then a positive assessment of VT using the TABS
could potentially become an indicator of whether a therapist is about to develop CF as
well. This would indicate that Figley’s (1995a, 2002) theory that CF develops
spontaneously and without warning may be incorrect, and that it is somewhat spurred by
a change in beliefs. Due to the lack of research on the steps leading to the development
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of CF, it is impossible to substantiate this idea; however, future research could certainly
explore this notion.
Based on other research, it is also surprising that there was no difference between
therapists who worked with natural versus unnatural trauma. The results of this study are
opposite of what Cunningham (2003) discovered upon examining therapists who worked
naturally induced versus human-induced trauma victims. In her study, clinicians who
worked with the sexually abused clients had more indicators of VT than clinicians who
worked with cancer victims. While Cunningham (2003) explained the difference
between the two groups as being caused by the nature of the trauma, she also admitted
that there could be alternative reasons for the results. First, sexual abuse therapists may
have had longer-term relationships with their clients than cancer therapists did. Second,
she discovered that individuals with a history of sexual abuse were more likely to work
with sexual abuse victims than cancer victims, indicating that personal factors may have
been compounded with client trauma to create therapists who were more vulnerable to
VT. Consequently, if these alternative reasons did influence the results of her study
rather than trauma type, it would make sense that the present study did not validate her
results.
Hypothesis 2
The second hypothesis posited that as levels of perceived social support increased,
symptoms of CF as measured by the ProQOL-R-III and cognitive disruptions associated
with VT as measured by the TABS would decrease. Preliminary analyses were
performed to determine whether the number of years working in the field, level of
training, satisfaction with career, and number of hours per month working with trauma
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clients were potential confounding variables. Results of the preliminary analysis
indicated that the number of years working as a therapist and satisfaction with career
could potentially confound results so these two variables were entered into the regression
equation along with perceived levels of social support as measured by the PRQ-85. In
this study, participants who reported higher levels of social support did indeed report
fewer cognitive disruptions associated with VT as well as symptoms of CF. The number
of years the participant has been in the field did not contribute as much variance as the
social support scale, and satisfaction with career did not carry any variance. Overall,
perceived social support is more influential on the mitigation of VT and compassion
fatigue than level of training, number of hours per month working with trauma clients,
satisfaction with career, and the number of years the participant has been in the field.
Many authors suggested in the discussion section of their studies that social
support is needed for those afflicted with secondary trauma; specifically, peer support, an
emotionally supportive and respectful workplace, group discussion, exchange of
information, and supervision have all be implicated as buffers or antidotes for
compassion fatigue and/or VT (Brady et al., 1994; Collins & Long, 2003; Comille &
Meyers, 2002; Cunningham, 2003; Figley, 1995a; Stamm & Pearce, 1995). Surprisingly,
however, only one study before this had actually empirically examined the effect of
perceived social support on secondary trauma. Adams, Matto, and Harrington (2001)
discovered that social workers who had lower perceived social support also had more
belief disturbances associated with secondary trauma. Specifically, the belief
disturbances reported included trust, intimacy, and personal security. Thus, results of the
current study corroborate the findings of Adams, Matto, and Harrington (2001) and add a
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much needed extension of the research to include CF. The numerous implications of
these results are explored in detail later.
Hypothesis 3
CF and VT are two different theoretical constructs that involve fundamentally
different concepts. The CF model was developed in response to the inadequate research
and theory regarding PTSD symptomology due to learned events (APA, 2000). It
develops when the therapist becomes overwhelmed due to witnessing the traumatic
material reported from clients (Figley, 1995a). It appears suddenly and with little
warning, and includes symptoms related to PTSD including intrusive recollection of the
traumatic event (i.e., bearing witness to the client’s traumatic event), avoidance of stimuli
pertaining to the event, and increased arousal pertaining to the event. VT, on the other
hand, involves a negative transformation of the therapist’s own inner experience
(Pearlman & Saakvitne, 1995a). Instead of paralleling PTSD symptoms, it consists of
changes in the therapist’s perception of personal identity, world view, and spirituality.
Emotional balance and the therapist’s ability to make self-protective decisions are
diminished. The therapist’s psychological needs can also be disrupted, leading to loss of
security, trust, esteem, intimacy and/or control.
Although quite similar, the fundamental differences between the two theories
should have been reflected in the assessments that measured them. Thus, Hypothesis 3
posited that the Compassion Fatigue Subscale of the ProQOL-R-III would have a
moderate positive correlation with the TABS. The results of this study indicated that the
hypothesis was supported.
A study performed by Jenkins and Baird in 2002 studied two older versions of the
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measures used in this study; the Compassion Satisfaction and Fatigue Test (CSFT;
Figley, 1995b) and the Traumatic Stress Institute Belief Scale (TSI Belief Scale;
Pearlman & Maclan, 1995) were found to have moderate positive correlation. The
current study corroborated those findings with the most current versions of the measures,
the ProQOL-R-III and the TABS. The same results from two different studies allow one
to conclude with relative assurance that the ProQOL-R-III and the TABS do indeed
measure different, albeit related constructs, thus supporting their divergent validity. This
bolsters the argument that CF and VT should not be used interchangeably for the same
definition. Rather, the measures reflect the two constructs’ fundamental differences.
Hypothesis 4
The final hypothesis posited that the Compassion Fatigue Subscale of the
ProQOL-R-III would have a strong correlation with the two measures of PTSD (i.e. the
PCL-M and THQ). The current study found that the PCL-M did have a significant strong
positive correlation with the CF subscale of the ProQOL-R-III; however, the THQ was
not significantly correlated with the CF subscale of the ProQOL-R-III. Thus, the results
partially supported this hypothesis.
The significant overlap between the PCL-M and the CF subscale of the ProQOLR-III indicates that the CF subscale of the ProQOL-R-III does indeed measure symptoms
associated with PTSD. These results corroborate the idea that CF is a subset of PTSD in
which the event instigating the trauma symptoms is secondary (or learned), rather than
primary (or experienced directly) in nature. Although it was expected that the THQ
would also be correlated with the CF subscale of the ProQOL-R-III, further investigation
made it understandable why it was not. The THQ is a yes/no questionnaire that measured
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whether or not specific traumatic events occurred in a participant’s lifetime, and not
actual symptoms of PTSD. The lack of correlation between the THQ and the CF
subscale of the ProQOL-R-III may be due to two reasons. First, the THQ measures
directly experienced trauma rather than events that were learned. The CF subscale of the
ProQOL-R-III may be sensitive to the difference between primary and secondary trauma,
and thus not correlate with the THQ. Second, individuals who experience traumatic
events do not always develop PTSD. A study performed by Stein, Walker, Hazen, and
Forde (1997) assessed full and partial PTSD in a community, and discovered that while
74.2% of women and 81.3% of men had an exposure to serious traumatic events in their
lifetime, only 6.1% of women and 1.5% of men met the criteria for full or partial PTSD
in the previous month. This indicates that exposure to traumatic events does not ensure
the development of PTSD. Because the ProQOL-R-III was developed to be an
assessment for CF, which is theoretically a subset of PTSD, it is logical to extend Stein,
Walker, Hazen and Forde’s (1997) findings in that the mere exposure to secondary
traumatic events does not ensure the development of CF.
Limitations of the Present Study
While this study made positive contributions to the field of secondary trauma
research, the results should be regarded in light of several limitations of this study,
including the sample composition and size, recruitment approach, and measurement
issues. Given the number of variables in this study, my sample size (N = 125) may be
considered somewhat low. One explanation for the low sample size could be that those
who suffer the most from CF or VT viewed the study as a burden and thus did not
complete it (Sabin-Farrell & Turpin, 2003). Homogeneity of the participants was a
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limitation, as the sample consisted of primarily Caucasian ( 8 8 %) women (76.8%).
Therefore, the generalizability of this study is questionable, since participants were not
diverse in ethnicity or gender. Because of this, the results of this study should only be
applied to men and those of other ethnicities with caution.
A second limitation of this study was the recruitment approach utilized, as
participants were recruited directly from membership lists from various organizations.
Because of this approach, only organizations that had internet websites, and only those
members who chose to have their names and e-mail addresses posted on the
organization’s public website, were asked to participate. Thus, individuals who do not
have e-mail addresses, were not members of the organizations, or were members of
organizations that were not easily identified on search engines such as Google or Yahoo
were not asked to participate. The recruitment process, while attempting to be as random
as possible, was one of convenience.
A third limitation to this study included measurement issues. Responses to the
measures in this study may have been tainted due to testing fatigue since secondary
trauma exposure makes one more vulnerable to physical effect:, hke reduced sleep or
poor energy (Iliffe & Steed, 2000; Sabin-Farrell & Turpin, 2003; Steed & Downing,
1998). Thus, participant

say not have answered the questions as thoughtfully as they

might have if they were not affected by secondary trauma exposure. Further, some
participants e-mailed this researcher directly to state that they would have liked specific
questions to be added or that they wanted to space to explain why they answered the way
they did on various instruments. For example, on participant stated: “I am a veteran so it
might have been interesting for you to have a block for yes/no previous military
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service/combat experience....”, while another participant indicated that his or her answers
were affected by the recent death of a dear friend. Finally, the study did not include an
area for participants to indicate the part of the country in which they resided and whether
they had directly experienced any natural trauma in that area. For example, due to the
2005 hurricane season being exceptionally devastating, it would have been helpful to
know whether the participants experienced a compounding effect of both primary and
secondary trauma caused by the storms. If that was the case, the surprising results of the
first hypothesis would be more readily understood.
A final limitation of the present study was the self-report nature of the kinds of
trauma individuals work with, and the lack of specific knowledge of what that work
entailed. It is impossible, with the current research, to conceptualize whether therapists
with different theoretical orientations and treatment methodologies are impacted
differently by CF and VT. A more objective measure for reporting clients’ trauma types
and type of therapy utilized for those clients might be more helpful in future research.
Clinical Implications of the Findings
The prevention and treatment of CF and VT are of utmost importance due to the
deleterious effects of secondary trauma on therapists as well as the clients they treat. The
current research established empirically supported evidence that social support is a
mitigating factor in the development of CF and VT, and it is thus further explored as a
treatment option in this section. Additionally, participants’ self-reported satisfaction with
career is explored as a potential moderator of CF and VT due to the present study’s
significant results on this topic. Finally, preliminary analysis indicated that educational
level and the number of hours per month working with trauma survivors were not
81

associated with the development of CF or VT, so implications of these findings are
addressed.
Social Support
The current study discovered that a mitigating factor in the development of CF
and VT is the therapist’s general perception of social support. Although few other
studies have empirically studied social support as a potential moderator for CF or VT,
many authors have suggested various forms of social support for the prevention and
remedy of secondary trauma. Personal social support, as well as informal and formal
professional social support, can help therapists maintain their personal mental health, and
in turn, maintain their competence to work with trauma victims.
Personal social support has been cited by Pearlman and Saakvitne (1995a) as a
viable coping mechanism for the stressors of VT. Socializing with friends and family,
traveling, and being involved in creative activities can allow therapists to “renew their
faith in the goodness of most humans” (Figley, 1995a, p. 141). This renewal is essential,
as it allows the therapists to reconnect with the positive beliefs that may have led them to
the field in the first place. In addition, aspects of self-care that include personal social
support can help the individual maintain an awareness of personal identity that includes,
but extends far beyond, trauma work (Trippany, Kress, & Wilcoxon, 2004). Thus,
personal social support may act to free, or even distract the therapist from feeling
constrained by trauma work and the secondary stress it involves.
Informal professional social support can take shape in many ways, and entails the
therapist bonding with co-workers over non-work related events. Bell, Kulkarni, and
Dalton (2003) suggest including staff celebrations for holidays or birthdays and other
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socialization times to enhance the feeling of belonging, mutual respect, and support
within the staff group. The resulting staff cohesion can create an emotional safety net
within an organization, in which therapists know that they are working alongside those
who care about their personal well-being and isolation is discouraged.
Formal professional social support is by far the most suggested form of social
support by authors who study secondary trauma. Due to the potential difficulties that can
arise from secondary trauma including the silencing response and other ethical boundarycrossings previously mentioned, the ideas are well-founded if not empirically supported.
Individual and group supervision, peer consultation, and other organizational initiatives
can all potentially mitigate the development of secondary trauma in therapists.
Many authors believe that it is extremely important for the therapist to seek
individual or group case supervision and/or peer consultation when working with trauma
clients, regardless of the therapist’s level of experience (Cemey, 1995; Figley, 1995a;
Hesse, 2002; Pearlman & Saakvitne, 1995a; Pearlman & Saakvitne, 1995b; Sexton, 1999;
Yassen, 1995). Both give the therapist the opportunity to discuss issues related to
secondary trauma, the therapeutic relationship, transference/countertransference, and dual
relationships while providing the therapist with social support, a sense of collegiality, and
normalization of difficulties associated with secondary trauma (Catherall, 1995; Hesse,
2002; Meyers & Cornille, 2002; Trippany, Kress, & Wilcoxon, 2004; Yassen, 1995).
Rather than bearing the full burden of being a witness to the clients’ accounts of the
trauma, the therapist is given the chance to share it with others (Yassen, 1995). This can

I

help to alleviate some of the immediate stress caused by secondary trauma, which can
:

allow the therapist to have more insight into how his or her reactions may be influencing
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the therapeutic relationship (Hesse, 2002).
Individual or group supervision and peer support also provide the therapist with
perspectives outside of his or her immediate therapeutic relationship with the client.
Using these outside perspectives, “.. .blind spots can be detected, overidentification
corrected, alternative treatment procedures discussed and evaluated, and the therapist’s
overextension or over-involvement analyzed and understood” (Cerney, 1995, p. 139).
Group supervision can be especially helpful because of the ability of the trauma therapist
to listen to how others handle their clients. Similarities between therapists’ clients may
exist, which helps both providers in case conceptualization and acknowledgement of
secondary trauma reactions.
An organization can also foster emotional safety by establishing an environment
where work-related stress is accepted and shared (Sexton, 1999). Supervision and staff
meetings should be offered on a weekly basis, during which time the difficulty of the
work should be frequently validated. Staff meetings should include a time to discuss
difficulties within the work, and clients should be assigned so that trauma clients are
distributed among all who have the skills needed to work with the population (Dutton &
Rubinstein, 1995). Organizations should also refrain from evaluating workers based on
secondary trauma reactions. If supervisors need to have an evaluative function, a
therapist should be provided with consultants to deal specifically with secondary trauma
so that he or she feels comfortable discussing symptoms without fear of reprisal. Finally,
an organization can also enhance emotional safety by including a benefits package that
includes mental health care for the therapist and paid vacations. Although some of these
steps may have monetary cost, “neglecting such an investment may also be costly to the
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agency in terms of staff turnover and low morale” (Bell, Kulkami, & Dalton, 2003, p.
469).
Satisfaction with Current Career
The current study showed a correlational relationship between self-reported
satisfaction with career and the cognitive disruptions related to VT and symptoms of CF.
While not a primary goal of this study, these results have practical implications for the
lives and careers of therapists. Specifically, how can one increase career satisfaction to
potentially act as a buffer to secondary trauma? A study performed by Burke, Oberklaid,
and Burgess (2003) explored work satisfaction in 458 Australian psychologists. They
discovered that psychologists who worked in an organization that was supportive of the
balance between work and personal life were not only more likely to be satisfied in their
career, but also have “less work stress, less intention to quit, greater family satisfaction,
fewer psychosomatic symptoms, and more positive emotional well-being” (pg. 123).
Balance between personal life and work life has been suggested to be a potential
moderator for CF and VT for years (Cemey, 1995; Figley, 1995a; Hesse, 2002; Pearlman
& Saakvitne, 1995a; Pearlman & Saakvitne, 1995b; Yassen, 1995). This balance
includes maintaining equilibrium in many aspects of life, including work, play, time
alone, time with others, rest, physical activity, and eating habits. Self-care is of utmost
importance within this balance because so much of a therapist’s energy can be absorbed
in helping others. It is also essential that supervisors or teachers “model balance between
work and play, limiting caseload and workload, self-awareness, and self-care” (Pearlman
& Saakvitne, 1995, p. 172) since teaching by example can illustrate to therapists and
students alike that balance can create a healthier lifestyle.
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Education and Training
The present study revealed that there was no significant difference between
therapists who work with victims of naturally caused trauma and therapists who work
with victims of human induced trauma. The lack of difference makes education and
training of current and future trauma therapists easier, as the education may not need to
be trauma-specific. In addition, results found that the participants’ level of education was
not associated with the development of either VT or CF. Thus, not only can education on
VT and CF be generalizable across type of trauma, it can also be effective at any
educational level.
Given that secondary trauma is considered an inevitable aspect of doing trauma
work (Figley, 1995a; Pearlman & Saakvitne, 1995a; Pearlman & Saakvitne, 1995b), it is
essential for organizations that provide education to future therapists, and organizations
that provide trauma services for clients, to properly care for students and staff. The first
and most important factor in doing this is for an organization to formally acknowledge
the existence of secondary trauma and its potential impact on therapists (Bell, Kulkarni,
& Dalton, 2003; Catherall, 1995). Education is a key factor in the acknowledgement of
secondary trauma, because without education, acknowledgment cannot occur. Thus,
organizations need to educate themselves on the topic, as well as provide education for
their students or staff on secondary trauma. Dissemination of knowledge in this area will
aid in debunking assumptions that an individual impacted by secondary trauma is weak
or is not capable of doing the job. Education can help to normalize the experience for
students and staff, and will help to create an organizational atmosphere that is accepting
of and nurturing to an individual struggling with secondary trauma symptoms (Bell,
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Kulkarni, & Dalton, 2003; Catherall, 1995; Pearlman & Saakvitne, 1995).
Therapists can also take charge of their own education by consistently seeking
training in professional development. This should not only focus on treatment of trauma,
but also non-trauma issues so that the therapist remains connected with broader aspects of
therapy (Hesse, 2002; Pearlman & Saakvitne, 1995a). Various workshops, conferences,
and organizations can help to enrich and challenge therapists’ understanding of and
values within therapy, while providing them with the opportunity to feel personally and
professionally replenished (Yassen, 1995). Activity in professional development
activities can also help to combat feelings of isolation that can occur when working with
trauma clients. Yassen (1995) suggests that a therapist could attend a workshop with a
colleague he or she would like to know better, or travel to a different city for a conference
for a change of atmosphere and fre>sh perspective.
Amount o f Time on the Job
The amount of time on the job was measured in two ways; namely, the number of
years working as a therapist and the number of hours per month working with trauma
survivors. In the present study, the number of years working had statistical significance
when related to the ProQOL-R-III as well as the TABS, indicating that more experience
in the field is related to fewer cognitive disruptions associated with VT, and fewer
symptoms of CF. Perhaps more time in the field serves as a vaccine against the effects of
CF and VT. If this were the case, then it would be especially important to educate less
experienced therapists on CF and VT and how to protect themselves against their
prospective negative effects. Interestingly, the number of hours per month working with
trauma survivors was not found to influence the development of CF or VT. These results
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indicate that individuals who spend more time working with trauma victims overall
should be aware of the effects of CF and VT, but they should not expect to be more
susceptible to them than individuals who spend less time with trauma victims.
Summary
Many authors and researchers have suggested a variety of ways that trauma
workers and organizations can prevent and/or treat the effects of secondary trauma. The
present study discovered that both social support and level of satisfaction with work play
a role in the mitigation of both CF and VT. Accordingly, personal and professional
social support techniques such as socializing with friends and family, bonding with co
workers over non-work related events, and supervision and/or peer consultation could be
possible precautions or treatments to secondary trauma. Satisfaction with career could
also be increased, potentially via finding balance in work, play, and time alone. Finally,
education on VT and CF can be generalized across type of trauma, and educational level.
Results indicate that less experienced therapists should be educated due to the increased
potential that they could experience negative effects of CF and VT, but therapists who
work with more trauma clients should not feel more susceptible to secondary trauma.
Research and Theory Implications
Importance in Differentiating Between CF and Vicarious Trauma
It is apparent that CF and VT are not equivalent, although they strive to describe a
similar problem. CF was developed to describe an offshoot of PTSD that used secondary
sources of trauma, such as learning about a client’s traumatic experiences, rather than
primary sources of trauma as the instigator of the disorder (APA, 2000; Figley, 1995a).
Because it mirrors PTSD, it also involves the symptomatic criteria of intrusive
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recollection of the secondarily traumatic event, avoidance of stimuli pertaining to the
event, and increased arousal pertaining to the event. In contrast, VT consists of changes
in the therapist’s perception of personal identity, worldview, and spirituality and may
affect the therapist’s emotional balance and ability to make self-protective judgments.
The therapist’s psychological needs can also be disrupted, leading to loss of security,
trust, esteem, intimacy and/or control (Pearlman and Saakvitne, 1995a).
Although the two constructs are different, many people continue to conduct
ambiguous research pertaining to CF and VT because they do not use measures that are
clearly identified to be associated with one construct or the other (e.g., Eidelson,
D’Alessio & Eidelson, 2003; Follette, Polusny, & Milbeck, 1994; Lev-Wiesel & Amir,
2001; Meyers & Cornille, 2002; Nelson & Wampler, 2000). Further, the authors in some
of those studies seemed to identify secondary trauma as both CF and VT without clearly
explaining either construct (e.g., Follette, Polusny, & Milbeck, 1994; Nelson & Wampler,
2000), while others distinctly lean toward the CF model (e.g., Lev-Wiesel & Amir, 2001;
Meyers & Cornille, 2002) or the VT model (e.g., Eidelson, D’Alessio, & Eidelson, 2003).
The present research was successful in determining that the CF and VT
assessments were measuring statistically different constructs. In addition, the current
study found that the CF subscale of the ProQOL-R-III did in fact have significant high
correlation with a measure of PTSD, so it seems that Figley’s (1995a) theory that CF can
be conceptualized as a subset of PTSD is reflected in the measure. Although the actual
factors measured by the TABS were not explored in this research, Pearlman (2003) found
that the TABS indeed measures disruption in a participant’s worldview. Because the
theoretical differences between CF and VT appear to be reflected in their respective
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measures, it is essential that future researchers do not assume that the two measures can
be used interchangeably. It would be interesting for future researchers to perform a
factor analysis on both measures to further explore the ways in which the two measures
overlap and differ.
The Idea o f Social Support
Social support has been implicated as a theoretical mitigator of CF and VT by a
plethora of authors (Brady et al., 1994; Collins & Long, 2003; Comille & Meyers, 2002;
Cunningham, 2003; Figley, 1995a; Stamm & Pearce, 1995). Figley (2002) asserted that
therapists often have limited social support systems “composed of colleagues and only a
few intimate relationships” (p. 1439) and that CF is worsened when an individual
strongly self-identifies in a therapist role. By increasing the therapist’s support system in
quantity and quality, the therapist can begin to self-identify apart from the therapist
persona and theoretically lessen the effects of CF.
Pearlman and Saakvitne (1995a) also believe that social support is a necessity,
and theorize that gaining professional support can counteract isolation caused by VT.
They suggest four ways to build a network of professional connections. Professional
education on trauma can “provide opportunities to learn about new ways of working and
to connect with other clinicians who are doing similar work” (p. 387) while education on
non-trauma issues can enhance the balance in the therapists’ life while allowing them to
meet people who do not necessarily do trauma work (Pearlman & Saakvitne, 1995a).
Support groups are also suggested because they provide a place “to talk about the impact
of the work, to obtain peer supervision, and to exchange ideas about clinical work,
professional development opportunities, and therapist self-care” (Pearlman & Saakvitne,

1995a, p. 387). Supervision and consultation are recommended so that therapists have a
safe place to regroup after difficult sessions and keep to keep their reactions to therapy in
check. Finally, the use of vicarious traumatization consultants is suggested as a
supplement to education. Pearlman and Saakvitne (1995a) theorize that consultation can
provide therapists with the opportunity to discuss how their own past may affect their
work, as well as help the therapist understand any cognitive disruptions they are
experiencing due to VT.
Overall, it is clear that social support is potentially a salient factor in the
prevention and treatment of both CF and VT. Surprisingly, only Adams, Matto, and
Harrington (2001) had empirically examined social support as a factor in the mitigation
of secondary trauma until now, and their study examined only the effects of social
support on VT. The current study provided empirical evidence that social support is a
mitigating factor in the development of both CF and VT, which reinforces the theoretical
notions of both Figley (2002) and Pearlman and Saakvitne (1995a) of the importance of
social support.
An interesting measurement issue presented itself in the current study. When the
participant’s perception of social support was measured by the PRQ-85, it was
determined to be a successflil predictor of both CF and VT. However, when the
participants’ satisfaction with their personal and professional social support was
measured with two questions from the Demographic Questionnaire (i.e. “How satisfied
are you with your personal social support?”; “How satisfied are you with your
professional social support?”), satisfaction of personal and professional social support
only successfully predicted VT but not CF. Because the PRQ-85 is a more valid measure

than the two questions on the Demographic Questionnaire, the credibility of these results
is limited. Nonetheless, these results require an explanation that is not readily apparent
with the current realm of theory and research. Future research should explore this
discrepancy with valid measures. Further, because the current research used a more
general measure of perceived social support, future research should attempt to delineate
the effects of various types of social support (such as quality of supervision, time with
loved ones, ability to talk with others intimately, professional connections, etc.) on the
development of CF and VT. Research in this area has the potential to inform what is
taught to current and future therapists, and provide more concrete ways that therapists can
shield themselves from the effects of CF and VT.
Amount o f Time on the Job
Theoretically, the number of years working as a therapist or the amount of trauma
clients seen per month has not been implicated by either Figley (1995a; 2002) or
Pearlman and Saakvitne (1995a) as mitigators or instigators of CF or VT in therapists .
Nonetheless, both have been researched as possible factors related to the development of
both conditions. In the present study, the number of years working had statistical
significance as a predictor of scores on the ProQOL-R-III as well as the TABS, indicating
that more experience in the field is related to fewer cognitive disruptions associated with
VT, and fewer symptoms of CF. These results corroborate Eidelson, D’Alessio and
Eidelson’s 2003 study on general secondary trauma that found as years of professional
experience increased, work stress decreased. Although one research article affirmed the
current results, two studies found opposite results. First, Wee and Meyer’s (2002) study
on CF found that as number of years in the field increased, distress also increased. The

current results also contradict a study performed by Meyers and Comille in 2002 in
which CPS workers experienced more symptoms of anxiety when they had been
employed in the field for over one year than those in the field for less than one year. The
discrepancy between studies indicates that the empirical relevance of number of years in
practice continues to be ambiguous, and more research must be done to examine this
factor.
Satisfaction with Current Career
Satisfaction with current career was found in the present study to have a
significant inverse relationship with symptoms of CF and with the cognitive distortions
associated with VT. While neither Figley (1995a) nor Pearlman and Saakvitne (1995a)
directly point to career satisfaction as a theoretical construct related to CF or VT, the idea
of “compassion satisfaction” was developed by Figley (1995a) to explain a potentially
similar event. He theorizes that although working with traumatized people can lead to
the negative effects of CF or burnout, it can also lead to a powerful sense of satisfaction.
Compassion satisfaction describes this phenomenon, and is directly linked to a sense of
strength, self-knowledge, confidence, meaning, spiritual connection, and respect for
human resiliency. Stamm (2002) further describes compassion satisfaction to be
“happiness with what one can do to make the world in which one lives a reflection of
what one thinks it should be” (p. 113). This phenomenon is theorized to be an influential
factor in the resilience of therapists to the effects of secondary trauma. Thus, if career
satisfaction is a factor within compassion satisfaction, then this theory may be partially
supported by the current results. Future research should explore the relationship between
these two types of satisfaction, and determine with more valid measures whether the

factors really reduce the negative impact of secondary trauma on therapists.
Suggestions for Future Research
In addition to the aforementioned suggestions for future research, a number of
aspects related to CF and VT should also be explored. The current research had a
generally uniform participant pool of Caucasian women. Future research should use a
more heterogeneous sample. It would be interesting in future research to examine if there
are differences in the development of CF and VT across ethnic groups, and ways in
which cultural factors may play a mitigating role in the constructs. Cunningham (2003)
suggested studying aspects of treatment that that may affect the development of CF or
VT, “such as clinician’s theoretical orientation, therapeutic stance, and style of
empathetic engagement, as well as buffering effects and effective coping strategies” (p.
458). It is also unclear how generalizable the results of studies performed on trauma
therapists would be to other groups (Jenkins & Baird, 2002; Pearlman & Saakvitne,
1995a), so studies could also include comparing various groups of people who could be
exposed to secondary trauma (i.e. therapists, nurses, rescue workers, etc.) Another
avenue for future research should be to empirically test other theoretical suggestions for
the mitigation of CF and VT. The use of boundaries, personal therapy, safe working
environments, and spirituality have all been implicated as potential remedies of
secondary trauma, yet few-if-any have been researched.
Theorists believe that understanding one’s boundaries is the first and most
important step in the treatment and prevention of secondary trauma (Cemey, 1995;
Forney, Wallace-Shutzman, & Wiggers, 1982; Yassen, 1995). This “therapeutic realism”
(Cerney, 1995) contends that no amount of effort or self-sacrifice on the part of the

therapist will help every traumatized person the therapist meets (Cemey, 1995; Yassen,
1995). Because of this idea, boundary issues are proposed to be important when
considering a therapist’s work schedule and interaction with clients. Future researchers
should explore theorists’ suggestions to prioritize commitments, cancel superfluous
events on a therapist’s schedule, limit time per year doing trauma work, take time after a
trauma session so that he or she has time to prepare and process thoughts and feelings
that surface, and clearly delineate boundaries with clients so that both client and therapist
know when their rights are being violated (Cemey, 1995; Yassen, 1995).
Another suggestion for the prevention and treatment of secondary trauma is the
use of personal therapy for the trauma worker, as it provides a time and place to focus on
the trauma worker’s needs on a regular basis (Pearlman & Saakvitne, 1995b). Cerney
(1995) suggests that treatment modalities for the therapist should also be similar to those
used with PTSD clients. Specifically, Cemey (1995) recommended hypnosis and
imagery because of the potential for these modalities to uncover, reconnect with, and
work through therapists’ personal or work-related traumatic memories. Research should
examine the efficacy of these, and other treatments for PTSD in therapists who are
afflicted with symptoms of CF and VT.
In order to help protect individuals from secondary trauma, theorists suggest that
organizations should provide physically and emotionally safe working environments
(Catherall, 1995; Sexton, 1999). Research could examine how rates of CF and VT differ
in organizations that have various levels of security for their students or employees (e.g.,
panic buttons, security systems, or a buddy system). Research could also explore how
rates of CF and VT differ in organizations that allow varying degrees of personal

comforts into the workplace, such as photos or other personal belongings (Pearlman &
Saakvitne, 1995a).
Finally, attending to one’s spiritual life has been described by many authors as a
way to reconnect a person with the hope and sense of meaning that may have become lost
due to the secondary trauma (Figley, 1995a; Pearlman & Saakvitne, 1995a; Sexton, 1999;
Trippany, Kress, Wilcoxon, 2004). It would be interesting for future research to explore
secondary trauma in relation to spirituality. Research topics could include how personal
level of spirituality, type of religion practiced, amount of time devoted to spirituality, and
level of social support gleaned from spirituality affect the development of CF and VT.
Conclusion
Exposure to traumatic material will lead to emotional distress in a victim, no
matter if that victim is a bystander, therapist, or an audience (Sabin-Farrell & Turpin,
2003). Although there is much information about the negative effects of secondary
trauma on those it afflicts, the concept does not seem to be given adequate or thorough
attention in the field. Research on the topics of compassion fatigue and vicarious trauma
has been plagued by ambiguity and opposing results, and researchers including myself
have only recently attempted to analyze the two constructs as separate entities within one
study. The current study was able to empirically demonstrate a moderate correlation
between measures of CF and VT, while validating the idea that CF is an offshoot of
PTSD. These strides will hopefully persuade future researchers to clearly differentiate
between the two constructs. Further, the fact that this study found results on the effects
of trauma type that opposed other research reinforces the notion that more replication

studies are needed so that factors related to the development of CF and VT are more
readily understood.
Another flaw in literature that was addressed in the current study was the clear
disconnect between theory and research. Many authors in this area suggest treatment and
prevention methods, but few actually empirically test these suggestions. This study
bridged that gap for the factor of social support, which was found to be a significant
predictor for fewer symptoms of CF and fewer cognitive disruptions associated with VT.
This new knowledge can help inform educators on the importance of social support for
trauma workers, and aid therapists in their personal protection against CF and VT.
Secondary trauma, be it compassion fatigue or vicarious trauma, can be a serious
problem and is a fact of life for trauma therapists. With the proper knowledge, support,
and research base, it will be possible to protect therapist and clients alike from the
potentially deleterious effects of CF and VT. Strides have already been taken to name
and attempt to alleviate the pressures that these difficulties bring to therapists, but much
more can be done. Therapists work hard to better other peoples’ lives. By fighting the
effects of compassion fatigue and vicarious trauma, we can also better our own.
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Appendix A
;j', ’LA'

Consent Form
You-are asked to participate in a research study conducted by Rachel Li. Darrow,
M. A. and Cindy L. Juntunen, Ph. D. from, the Department of Counseling Psychology at
the University of North Dakota. The results will contribute to the completion of Rachel
Darrow’s Ph. D. dissertation. You have been selected as.a potential participant because
of your potential work with survivors of trauma. However, your input is vital whether or

.

enter a raffle to
.
_
gift.certificates' from Amazbri’.cdm. This raffle is on a voluntary '
. b a s i s and will in no; way affect your status as a participant. If you wish to participate in
this raffle, please send an e-mail to rachel.darrow@und.nodak.edu indicating that you
t l i i o o i i n / P V ! V r l i i r r p e n A n o / a i ? m i l l i n J Wa t w o v W a

+/ n tiA iii* a t v i m 'l

.

Possible risks for completing this survey include being embarrassed or
emotionally distressed due to the sensitive nature of the questions, and possible fear of
the information being made public. In order to minimize these risks, participation is
completely voluntary and you can withdraw at any time. Further, you have the right to
refuse to answer any items in the survey at any time. Finally, your name is never asked
and the only identifying information is demographic in nature.
Possible benefits for completing this survey include knowing that you are
contributing to a scholarly work designed to measure how secondary trauma may be
influenced by the types of clients you work with, and the level of perceived social support
you have. There will be no cost to you for participating.
The information you submit to this study will be protected with the same
encryption coding that is used in online credit card transactions. Once the information is
downloaded to this researcher’s records, it will be erased completely from the on-line
database within one week. Since your name will in no way be associated with the
information you give, your anonymity will be fully protected. Research records will be
kept confidential consistent with federal and state regulations. Access to data collected
during the course of this study will be limited to the researcher, her advisor, and people
who audit IRB procedures.
If you have any questions or research-related problems, please contact either
Rachel Darrow at 218-791-7659 or racheI.darrow@und.nodak.edu; or Cindy Juntunen at
701-777-2729 or cl.iuntunen@und.nodak.edu. If you have any other questions or
concerns, please call Research Development and Compliance at 701-777-4279.
Finally, if you would like information on the findings of this study, you may
contact Rachel Darrow at the above phone number or e-mail address.
Thank you for your time. If you consent to participating in the study, please print
this form for your records and then click on the ‘Continue’ button. You will be prompted
to type in a password, which is 98765. Your participation is greatly appreciated!

Appendix B
Demographic Questionnaire
Please answer the following questions by choosing the response that best fits you. If a blank box
is provided for a question, please type in your response.
1.

W hat is your a g e ? ___________

2.

W hat is your gender?
___ Male
____Female

3.

What is your ethnicity?
___ Caucasian/European American
___ African American
___ Asian American/Pacific Islander
___ Native American/American Indian
___ Latino(a)/Hispanic American
___ Other (Please specify)

4.

W hat is your highest level o f education?
___ Bachelor’s Degree
___ M aster’s Degree
___ Doctoral Degree

5.

How many years have you been working as a therapist? __

6.

Where do you work? (Please check all that currently apply)
___ University/College Counseling Center
___ Community Mental Health Center
___ Private Hospital
___ Public Hospital
___ Private Practice
___ University/College as a Professor
___ VA Hospital
___ Other (Please specify)

7.

How satisfied are you with your career?
___ Very satisfied
___ Satisfied
_ Somewhat satisfied
___ Neutral
___ Somewhat dissatisfied
___ Dissatisfied
_ Very Dissatisfied
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8. Approximately how many hours/month do you spend working with trauma clients?
9.

O f all o f your clients (including non-traumatized), what is the percentage o f time you
spend at work with these clients/month?
Clients traumatized by other people (e.g. assault, rape, torture, etc.)

_____

Clients traumatized by the unnatural death o f others (e.g. due to
accidents where others are at fault, homicide, suicide, etc.)

_____

Clients traumatized by combat

_____

Clients traumatized by natural disaster

_____

Clients traumatized by illness o f themselves or others

_____

Clients traumatized by the natural death o f others (e.g. due to
accidents in which no one is at fault, illness, natural disaster, etc.)

_____

10. How satisfied are you with professional social support?
___ Very satisfied
___ Satisfied
___ Somewhat satisfied
___ Neutral
___ Somewhat dissatisfied
___ Dissatisfied
___ Very Dissatisfied
11. How satisfied are you with your personal social support?
___ Very satisfied
___ Satisfied
___ Somewhat satisfied
___ Neutral
___ Somewhat dissatisfied
___ Dissatisfied
___ Very Dissatisfied

Appendix C
Professional Quality of Life: Compassion Satisfaction and Fatigue Subscales - Revision
III (ProQOL-RIII)
Helping others puts you in direct contact with other people’s lives. As you probably have experienced,
your compassion for those you help has both positive and negative aspects. V/e would like to ask you
questions about your experiences, both positive and negative, as a helper. Consider each of the
following questions about you and your current situation. Select the response that honestly shows how
often the statement has been true for you in the last 30 days.
1. I am happy.
__Never __R a r e l y __A Few Times

__Somewhat Often

__Often

__Very Often

2.1 am preoccupied with more than one person I help.
__Never __Rarely __A Few Times __Somewhat Often

__Often

__Very Often

3.1 get satisfaction from being able to help people.
_Never __Rarely __A Few Times __Somewhat Often

__Often

__Very Often

4. I feel connected to others.
__Never __R a r e l y __ A Few Times

__Somewhat Often

__Often

__Very Often

5.1 jump or am easily startled by unexpected sounds.
_ N e v e r __Rarely __A Few Times __Somewhat Often

__Often

__Very Often

6.1 have more energy after working with those 1 help.
__Somewhat Often

__Often

__Very Often

_ N e v e r __Rarely __ A Few Times

7 . 1 find it difficult to separate my private life from my life as a helper.
__Never __Rarely __ A Few Times __Somewhat Often __O f t e n __Very Often
8. J am losing sleep over a person 1 help's traumatic experience.
__N e v e r __Rarely _ A Few Times __ Somewhat Often __Often

__Very Often

9. I think that 1 might have been "infected" by the traumatic stress of those 1 help.
Never __Rarely __A Few Times __Somewhat Often __Often __Very Often
! 0.1 feel trapped by my work as a helper.
_N e v e r __Rarely __A Few Times __Somewhat Often

__Often

__Very Often

11, Because of my helping, I feel "on edge" about various things.
_Never __Rarely __A Few Times __Somewhat Often __Often

__Very Often

12. 1 like my work as a helper.
_ N e v e r __Rarely __A Few T i m e s __Somewhat Often

__Often

__Very Often

13.1 feel depressed as a result of my work as a helper.
_Never __R a r e l y __A Few T i m e s __Somewhat Often

Often

__Very Often

14. 1 feel as though I am experiencing the trauma of someone 1 have helped.
_ N e v e r __Rarely __A Few Times __Somewhat Often __Often __Very Often
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15. 1 have beliefs that sustain me.
__Never __Rarely __A Few T i m e s __Somewhat Often

_ _ O f t e n __Very Often

16. 1 am pleased with how 1 am able to keep up with helping techniques and protocols.
__Never __Rarely __A Few T i m e s __Somewhat Often __Often __Very Often
17. I am the person 1 always wanted to be.
__Never __Rarely __A Few T i m e s __Somewhat Often

__Often

__Very Often

18. My work makes me feel satisfied.
__Never __Rarely __A Few Times

__Somewhat Often

__Often

__Very Often

19. Because of my work as a helper, 1 feel exhausted.
__Never __Rarely __A Few T i m e s __Somewhat Often

__Often

_Very Often

20. I have happy thoughts and feelings about those I help and how I could help them.
__Never __Rarely __A Few Times __Somewhat Often __Often __Very Often
21.1 feel overwhelmed by the amount of work o f the size of my caseload I have to deal with.
__Never __Rarely __A Few Times __Somewhat Often __Often __Very Often
22. I believe 1 can make a difference through my work.
__Never __Rarely __A Few Times __Somewhat Often

__Often

__Very Often

23. I avoid certain activities or situations because they remind me of frightening experiences of the
people 1 help.
__Never __Rarely __A Few Times __Somewhat Often __Often __Very Often
24.1 plan to be a helper for a long time.
__Never __Rarely __A Few Times

__Somewhat Often

__Often

__Very Often

25. As a result of my helping, 1 have sudden, unwanted frightening thoughts.
__N e v e r __Rarely __A Few Times __Somewhat Often __Often __Very Often
26.1 feel "bogged down" by the system.
__Never __R a r e l y __A Few Times __Somewhat Often

__Often

__Very Often

27.1 have thoughts that 1 am a "success" as a helper.
__Never __Rarely __A Few Times __Somewhat Often

__Often

__Very Often

28.1 can’t remember important parts of my work with trauma victims.
__N e v e r __Rarely __A Few Times _SomewhatOften __ Often

__Very Often

2 9 .1 am an unduly sensitive person.
__N e v e r __Rarely __A Few Times

_SomewhatOften

__ Often

__Very Often

30.1 am happy that 1 chose to do this work.
_Never __Rarely __A Few Times _SomewhatOften

__ Often

__Very Often

© B. Hudnall Stamm, Professional Quality o f Life: Compassion Satisfaction and Fatigue SubscalesIII, 1995-2002, http://www.isu.edu/~bhstamm. This form may be freely copied as along as (a) author
is credited, (b) no changes are made, & (c) it is not sold.

Appendix D
PTSD Checklist-Civilian Version (PCL-M)
Below is a list of problems and complaints that people sometimes have in response to
stressful experiences. Please read each one carefully, put an X in the box to indicate how
much you have been bothered by that problem in the past month.
1. Repeated, disturbing memories, thoughts, or images of a stressful experience?
__Not at all
__A little bit
__Moderately
__Quite a bit
__Extremely
2. Repeated, disturbing dreams of a stressful experience?
__Not at all
__A little bit
__Moderately
__Quite a bit

__Extremely

3. Suddenly acting orfeeling as if a stressful experience were happening again (as if you
were reliving it)?
__Not at all
__ A little bit
__Moderately
__Quite a bit
__Extremely
4. Feeling very upset when something reminded you of a stressful experience?
__Not at all
__A little bit
__Moderately
__Quite a bit
__Extremely
5. Having physical reactions (e.g., heart pounding, trouble breathing, sweating) when
something reminded you of a stressful experience?
__Not at all
__A little bit
__Moderately
__Quite a bit
__Extremely
6. Avoiding thinking about or talking about a stressful experience or avoiding having
feelings related to it?
__Not at all
__A little bit
__Moderately
Quite a bit
__ Extremely
7. Avoiding activities or situations because they reminded you of a stressful experience?
__Not at all
__A little bit
__Moderately
__Quite a bit
__Extremely
8

. Trouble remembering important parts of a stressful experience?
__Not at all
__A little bit
__Moderately
__Quitea bit

__ Extremely

9. Loss o f interest in activities that you used to enjoy?
__Not at all
__A little bit
__Moderately

__Quitea bit

__ Extremely

10. Feeling distant or cut off from other people?
__Not at all
__A little bit
__Moderately

__Quite a bit

Extremely

11. Feeling emotionally numb or being unable to have loving feelings for those close to
you?
Not at all
A little bit
__Moderately
__Quite a bit
__Extremely

12. Feeling as if your f u t u r e will somehow be c u t s h o r t ?
__Not at all
__A little bit
Moderately

_Quite a bit

_Extremely

13. Trouble falling or staying asleep?
__Not at all
__A little bit

__Moderately

__Quite a bit

_Extremely

14. Feeling irritable or having angry outbursts?
__Not at all
__A little bit
__Moderately

_Quite a bit

__Extremely

15. Having difficulty concentrating?
__Not at all
__A little bit

_Moderately

__Quite a bit

_Extremely

16. Being "super-alert" or watchful or on guard?
__Not at all
__A little bit
__Moderately

_Quite a bit

_Extremely

17. Feeling jumpy or easily startled?
__Not at all
__A little bit

__Quite a bit

_Extremely

__Moderately
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Appendix E
Personal Resource Questionnaire (PRQ85)
Below are some statements with which some people agree and others disagree. Please
choose the response that is most appropriate for you. There is no right or wrong answer.
1 = STRONGLY DISAGREE
2 - DISAGREE
3 = SOMEWHAT DISAGREE
4 = NEUTRAL
5 = SOMEWHAT AGREE
6 = AGREE
7 = STRONGLY AGREE

1. There is someone I feel close to who makes me feel secure.......

2

1 2 3

4 5

6

7

1 2 3

4 5

6

7

. I belong to a group in which I feel important..............................

3. People let me know that I do well at my work
(job, homemaking)........................................................................
1

2

3 4

5

6

7

1

2

3 4

5

6

7

1

2

3 4

5

6

7

. I spend time with others who have the same interests I do..........
1

2

3 4

5

6

7

7. There is little opportunity in my life to be giving and caring to
another person...............................................................................
1

2

3 4

5

6

7

. Others let me know that they enjoy working with me
(job, committees, projects)...........................................................
1

2

3 4

5

6

7

4. I can't count on my relatives and friends to help me with my
problems.......................................................................................

5. I have enough contact with the person who makes me feel
special...........................................................................................

6

8
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9. There are people who are available if I needed help over an
extended period of time.................................................................
1

2

3

4 5

6

7

10. There is no one to talk to about how I am feeling.......................
1

2

3

4 5

6

7

11. Among my group of friends we do favors for each other...........
1

2

3

4 5

6

7

. I have the opportunity to encourage others to develop their
interests and skills.........................................................................
1

2

3

4 5

6

7

13. My family lets me know that I am important for keeping
the family running................................................... ....................
1

2

3

4 5

6

7

14.1 have relatives or friends that will help me out even if I can’t
pay them back...............................................................................
1

2

3

4 5

6

7

1

2

3

4 5

6

7

16.1 feel no one has the same problems as I ....................................
1

2

3

4 5

6

7

17. .1 enjoy doing little “extra” things that make another person’s
life more pleasant..........................................................................
1

2

3 4 5

6

7

2

3

6

7

1 2

15. When I am upset there is someone I can be with who lets
me be myself...............................................................................

18.1 know that others appreciate me as a person.............................
1
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Appendix F
Trauma History Questionnaire (THQ) Short Form
The following is a series of questions about serious or traumatic life events.
These types of events actually occur with some regularity, although we would like to
believe they are rare, ar d they affect how people feel about, react to, and/or think about
things subsequently. Knowing about the occurrence of such events, and reactions to
them, will help us to develop programs for prevention, education, and other services. The
questionnaire is divided into questions covering crime experiences, general disaster and
trauma questions, and questions about physical and sexual experiences.
For each event, please choose 'yes' or 'no' for whether it happened.
1. Has anyone ever tried to take something directly from you by using force or the threat
of force, such as a stick-up or mugging?
__Yes
No
2. Has anyone ever tried to or succeeded in breaking into your home while you were
there?
__Yes
No
3. Have you ever had a serious accident at work, in a car or somewhere else?
_Yes
No
4. Have you ever experienced a "man-made" disaster such as a train crash, building
collapse, bank robbery, fire, etc., v/here you felt you or your loved ones were in danger of
death or injury?
__Yes
No
5. Have you ever been in any other situation in which you were seriously injured?
__Yes
No
. Have you ever been in any other situation in which you feared you might be killed or
seriously injured?
__Yes
No
6

7. Have you ever seen someone seriously injured or killed?
__Yes
No

8. Have you ever seen dead bodies (other than at a funeral) or had to handle dead bodies
for any reason?
__Yes
__No
9. Have you ever had a close friend or family member murdered, or killed by a drunk
driver?
__Yes
__No
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] 0. Have you ever had a spouse, romantic partner, or child die?
__Yes
No
11. Have you ever had a serious or life-threatening illness?
__Yes
No
12. Has anyone ever made you have intercourse, oral or anal sex against your will?
__Yes
No
13. Has anyone ever touched private parts of your body, or made you touch theirs, under
force or threat?
__Yes
No
14. Other than incidents previously mentioned, have there been any other situations in
which another person tried to force you to have unwanted sexual contact?
__Yes
No
15. Has anyone, including family members or friends, ever attacked you with a gun, knife
or some other weapon?
__Yes
No
16. Has anyone, including family members or friends, ever attacked you without a
weapon and seriously injured you?
__Yes
No
17. Has anyone in your family ever beaten, "spanked" or pushed you hard enough to
cause injury?
__Yes
No
i 8 . Have you experienced any other extraordinarily stressful situation or event that is not
covered above?
Yes
No
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Appendix G
Trauma Attachment Belief Scale (TABS)
This questionnaire is used to leam how individuals view themselves and others. As people differ
from one another in many ways, there are no right or wrong answers. Please choose answer that
most clearly matches your own beliefs about yourself and your world. Try to complete every
item.
1. I believe 1 am safe.
_Disagree Strongly __Disagree __Disagree Somewhat __ Agree Somewhat

Agree

Agree Strongly

2. You can't trust anyone.
__Disagree Strongly __Disagree __Disagree Somewhat __ Agree Somewhat

Agree

Agree Strongly

3. 1 don't feel like 1 deserve much.
__Disagree Strongly __Disagree __Disagree Somewhat __ Agree Somewhat

Agree

Agree Strongly

4. Even when I am with friends and family, I don't feel like I belong.
__Disagree Strongly
Disagree
Disagree Somewhat
Agree Somewhat

Agree

Agree Strongly

5. 1 can't be m yself around people.
__Disagree Strongly
Disagree
Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly

6. I never think anyone is safe from danger.
__Disagree Strongly __Disagree __Disagree Somewhat__Agree Somewhat

Agree

Agree Strongly

7. I can trust my own judgment.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat

Agree

Agree Strongly

8. People are wonderful.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat

Agree

Agree Strongly

9. When my feelings are hurt, I can make m yself feel better.
__Disagree Strongly
Disagree
Disagree Somewhat
Agree Somewhat

Agree

Agree Strongly

10. 1 am uncomfortable when someone else is the leader.
__Disagree Strongly
D isagree Disagree Somewhat
Agree Somewhat

Agree

Agree Strongly

11. 1 feel like people are hutting me all the time.
_ Disagree Strongly__Disagree __Disagree Somewhat__Agree Som ewhat__Agree __Agree Strongly
12. If I need them, people will come through for me.
__Disagree Strongly__Disagree __Disagree Somewhat__Agree Somewhat __A g ree__Agree Strongly
13. I have bad feelings about myself.
__Disagree Strongly __D isagree__Disagree Somewhat__Agree Somewhat __Agree __Agree Strongly
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14. Some o f my happiest times are with other people.
__disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __ Agree

Agree Strongly

15. 1 feel like I can't control myself.
__Disagree Strongly __Disagree __Disagree Somewhat__Agree Somewhat __ Agree

Agree Strongly

16. I could do serious damage to someone.
__Disagree Strongly __Disagree __Disagree Somewhat__Agree Somewhat __Agree

Agree Strongly

17. When 1 am alone, 1 don't feel safe.
_D isagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

18. Most people ruin what they care about.
__Disagree Strongly __D isagree__Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

19. 1 don't trust my instincts.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

20. 1 feel close to lots o f people.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

21. I feel good about m yself most days.
__Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

22. My friends don't listen to my opinion.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

23. I feel hollow inside when 1 am alone.
__Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

24. I can't stop worrying about others' safety.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

25. 1 wish I didn't have feelings.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

26. Trusting people is not smart.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

27. 1 would never hurt myself.
__Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

28. 1 often think the worst o f others.
__Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly
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29. I can control whether 1harm others.
___D isa g re e S tro n g ly __ D isa g re e __ D isa g re e S o m e w h a t

Agree Somewhat __Agree _Agree Strongly

30. i'm not worth much.
__Disagree Strongly __Disagree

Disagree Somewhat

Agree Somewhat __Agree _Agree Strongly

31. I don't believe what people tell me.
__Disagree Strongly __D isagree__Disagree Somewhat

Agree Somewhat __Agree _Agree Strongly

32. The world is dangerous.
__Disagree Strongly __Disagree __Disagree Somewhat

Agree Somewhat __Agree _Agree Strongly

33. I am often in conflicts with other people.
__Disagree Strongly __Disagree __Disagree Somewhat

Agree Somewhat__Agree _Agree Strongly

34. I have a hard time making decisions.
_Disagree Strongly __Disagree __Disagree Somewhat

Agree Somewhat __Agree _Agree Strongly

35. I feel cut o ff from people.
_Disagree Strongly __Disagree

Agree Somewhat __Agree _Agree Strongly

Disagree Somewhat

36. I feel jealous of people who are always in control.
__Disagree Strongly__Disagree __Disagree Somewhat _ Agree Somewhat__Agree _Agree Strongly
37. The important people in my life are in danger.
__Disagree Strongly__Disagree __Disagree Somewhat _ Agree Somewhat__Agree _Agree Strongly
38. 1 can keep m yself safe.
__Disagree Strongly
Disagree

Disagree Somewhat

Agree Somewhat __Agree _Agree Strongly

39. People are no good.
__Disagree Strongly
Disagree

Disagree Somewhat

Agree Somewhat __Agree _Agree Strongly

40. I keep busy to avoid my feelings.
_Disagree Strongly __Disagree __Disagree Somewhat

_Agree Somewhat __Agree _Agree Strongly

41. People shouldn't trust their friends.
^ Disagree Strongly__Disagree __Disagree Somewhat

_Agree Somewhat __Agree _Agree Strongly

42. 1 deserve to have good things happen to me.
_Disagree Strongly __D isagree__Disagree Somewhat

_Agree Somewhat __Agree __Agree Strongly

43. I worry about what other people will do to me.
_ Disagree Strongly__Disagree __Disagree Somewhat

_Agree Somewhat_Agree __Agree Strongly
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4 4. I like people.
A g re e S o m e w h a t __ A g re e

Agree Strongly

45. I must be in control o f myself.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

46. 1 fee! helpless around adults.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

47. Even if 1 think about hurting myself, I won't do it.
__Disagree Strongly__D isagree__Disagree Somewhat__Agree Somewhat__Agree

Agree Strongly

48. I don't feel much love from anyone.
__Disagree Strongly__Disagree __Disagree Somewhat__Agree Somewhat__Agree

Agree Strongly

49. 1 have good judgment.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

50. Strong people don't need to ask for help.
__Disagree Strongly
Disagree
Disagree Somewhat

Agree Somewhat _Agree

Agree Strongly

51. 1 am a good person.
Disagree Strongly Disagree

Agree Somewhat __Agree

Agree Strongly

52. People don't keep their promises.
__Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

53. I hate to be alone.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agr.e

Agree Strongly

54. 1 feel threatened by others.
__Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

55. When I am with people, 1 feel alone.
_Disagree Strongly__D isagree__Disagree Somewhat__Agree Somewhat __Agree

Agree Strongly

56. I have problems with self-control.
Disagree Strongly__Disagree __Disagree Somewhat__Agree Somewhat __Agree

Agree Strongly

57. The world is full o f people with mental problems.
Disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

58. 1 can make good decisions.
disagree Strongly__Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

__ D isa g re e S tro n g ly __ D i s a g r e e __ D isa g re e S o m e w h a t

Disagree Somewhat
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59. I often feel people are trying to control me.
__Disagree Strongly
Disagree
Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly

60. 1 am afraid o f what I might do to myself.
__Disagree Strongly
Disagree
Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly

61. People who trust others are stupid.
__Disagree Strongly
Disagree Disagree Somewhat __ Agree Somewhat __Agree

Agree Strongly

62. I am my own best friend.
__Disagree Strongly Disagree __ Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

63. When people I love aren't with me, I believe they are in danger.
__Disagree Strongly Disagree __ Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

64. Bad things happen to me because 1 am a bad person.
__Disagree Strongly Disagree __ Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

65. I feel safe when I am alone.
__Disagree Strongly Disagree __ Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

66. To feel okay, Ineed to be in charge.
_Disagree Strongly__D isagree__Disagree Somewhat __Agree Somewhat__Agree

Agree Strongly

67. 1 often doubt myself.
__Disagree Strongly Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

68. M ost people are good at heart.
__Disagree Strongly __Disagree __Disagree Somewhat__AgreeSomewhat __ Agree

Agree Strongly

69. I feel bad about m yself when I need help.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __ Agree

Agree Strongly

70. My friends are there when 1 need them.
__Disagree Strongly __D isagree__Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

71. 1 believe that someone is going to hurt me.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat__Agree

Agree Strongly

72. 1 do things that put other people in danger.
__Disagree Strongly__Disagree __Disagree Somewhat__Agree Somewhat__Agree

.Agree Strongly

73. There is an evil force inside o f me.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly
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74. No one realiy knows me.
__Disagree Strongly __Disagree__Disagree Somewhat __Agree Somewhat _Agree

Agree Strongly

75. When I am alone, it's as if there's no one there, not even me.
__Disagree Strongly__Disagree Disagree Somewhat __ Agree Somewhat _Agree

Agree Strongly

76. 1 don't respect the people 1 know best.
__Disagree Strongly __Disagree Disagree Somewhat __ Agree Somewhat _Agree

Agree Strongly

77. I can usually figure out what's going on with people.
__Disagree Strongly__Disagree __Disagree Somewhat _Agree Somewhat__ Agree

Agree Strongly

78. I can't do good work unless I am the leader.
__Disagree Strongly __Disagree __Disagree Somewhat_Agree Somewhat __ Agree

Agree Strongly

79. I can't relax.
__Disagree Strongly __Disagree __Disagree Somewhat _Agree Somewhat __ Agree

Agree Strongly

80. 1 have physically hurt people.
__Disagree Strongly
Disagree
Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly

81. la m afraid 1 will harm myself.
__Disagree Strongly
Disagree
Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly

82. I feel left out everywhere.
__Disagree Strongly __Disagree __Disagree Somewhat __Agree Somewhat __Agree

Agree Strongly

83. If people really knew me, they wouldn't like me.
__Disagree Strongly Disagree
Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly

84. 1 look forward to time I spend alone.
__Disagree Strongly
D isagree Disagree Somewhat

Agree Somewhat

Agree

Agree Strongly
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